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Academic Dossier: Adult Mental Health Essay
Introduction
Published in 2000 by the American Psychiatric Association, The Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV- 
TR) categorises and describes over 250 mental disorders. Edition 20(5) of The 
Psychologist presents a special issue which explores the perils of this diagnostic 
system; for treatment, for psychiatric research and for service users, and 
suggests ways in which both clinical psychologists and psychiatrists should move 
beyond diagnosis. Whilst I agree with many of the issues the authors raise, I 
would argue that abandoning diagnosis is an extreme response to the challenges 
that the DSM-IV presents. As I am still very new to the field of mental health and 
thus issues surrounding diagnosis, I feel it is necessary to distance myself from 
the powerful arguments of abandoning diagnosis that have been presented in 
The Psychologist and first consider what it means to work with diagnosis. In 
doing so, I hope to further develop my understanding of these issues and apply 
this to my current post working in a rehabilitation and recovery service for people 
with severe and enduring mental health problems; most of whom have had a 
diagnosis for several years. Indeed, this was a learning opportunity which drove 
me to choose this essay title.
My approach to this essay will be a focus on the practical implications of the 
DSM-IV and as such, it will include only a brief section discussing the conceptual 
and scientific challenges which underpin many criticisms of diagnosis. I will go 
on to explore the clinical implications of using the DSM-IV, in terms of language, 
provision of care and research, before briefly exploring the role of the DSM-IV in 
a broader context. Finally, I will present the recovery approach as a way of 
managing widely varying views towards diagnosis and as a means for mental 
health professionals not to entirely abandon diagnosis, but to become less 
organised by it. In each of these sections I will address the possible issues that 
may be raised for service users, clinical psychologists, psychiatrists and me.
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Challenges to the DSM-IV
The DSM-IV advocates a biopsychosocial model of mental distress; one that 
claims to be neutral to theories regarding aetiology; to be used by clinicians from 
a broad range of theoretical backgrounds (APA, 2000). Despite this, there has 
been long standing criticism that a biomedical model of mental distress continues 
to dominate the manual, as it did for its predecessors (Nathan, 1998). This has 
largely been attributed to the way in which the DSM adopts the diagnostic model 
and terminology used for physical illness: that difficult emotions or behaviours are 
seen as an outward expression of underlying pathological conditions; and that 
they can be organised, researched and treated in much the same way (Boyle, 
2007). There continues to be debate about the conceptual validity of psychiatric 
diagnosis, particularly in light of widespread research which struggles to indicate 
that those diagnosed with the same disorder are in any way similar in 
presentation, response to treatment, or aetiology (Carr & McNulty, 2008). The 
result of these conceptual challenges means that the reliability of diagnosis 
continues to be low, and regardless of efforts to improve this by broadening the 
diagnostic criteria, there continues to be little consistent agreement of what 
symptoms constitute a particular diagnosis (e.g. Kutchins & Kirk, 1997).
Clinical Implications of the DSM-IV 
Language
The DSM-IV works by assigning a person to a diagnostic category, and as such, 
to a diagnostic label. Stigmatising attitudes towards individuals with mental health 
difficulties have been well documented within the general public (e.g. Thornicroft 
at a/., 2000). As a result, many service users report concerns about the 
perceived stigma they may face in being assigned to a diagnostic label (Dinos et 
al., 2004). Furthermore, many service users experience diagnosis as a challenge 
to their self-concept, describing themselves as feeling ‘dirty’ and ‘unacceptable’ 
(Knight et al., 2003, p.214). This may be further compounded by the lack of clarity
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and explanation often accompanying a diagnosis and from this there may 
develop a sense of disempowerment (Horn etal., 2007).
The potential advantages of diagnostic labels are often subjugated by the 
criticism that psychiatric diagnosis faces (Macaskill, 1999). Indeed, many 
individuals across a wide range of mental health difficulties have reported feeling 
a sense of containment and relief when diagnosed (Dinos et al., 2004). This has 
been echoed in accounts from carers (e.g. Bucknall & Holmes, 2001). Whilst 
positive experiences have been reported, it is significant to note that these were 
often only within the minority (Dinos et al., 2004) and were often linked to 
treatment provision (Horn et al., 2007).
The stigma that service users potentially face when diagnosed with a mental 
health problem clearly raises ethical concerns for professionals. Psychiatry, in 
particular, plays a large part in maintaining stigmatising attitudes through very 
public Mental Health Act assessments (Chaplin, 2000). The Critical Psychiatry 
Network are a group of psychiatrists who critique the current dominance of the 
biomedical model and are taking active roles in attempting to reduce stigma 
attached to mental health, such as challenging the use of community treatment 
orders (The Critical Psychiatry Network, 2007).
The DSM-IV provides a means for communication between professionals who 
may hold different explanatory models of mental distress; including the disciplines 
of psychiatry and clinical psychology (APA, 2000). The broadening of diagnostic 
categories is said to ease diagnosis and improve reliability by increasing 
agreement between those making diagnoses; however, the usefulness of this to 
clinicians has been questioned (Kirk & Kutchins, 1997). The high rates of co­
morbidity; both within Axis 1 disorders and across Axes may only confound the 
potential advantage for clarity that diagnosis offers (Westen, 1998). Furthermore, 
in some cases, such as in depression, where two people with the same diagnosis
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share little similarity, there can be cause for only greater confusion in 
communication (Pilgrim & Bentall, 1999). Despite these concerns, in time-limited 
multidisciplinary team meetings, I have found the succinct information that the 
diagnostic label offers does have some value in facilitating a shared 
understanding: albeit a rather superficial one. Others, while supporting this 
notion, have emphasised that the diagnostic boundaries still remain rather ‘fuzzy’ 
(Westen, 1998, p. 116).
Many clinical psychologists have argued that diagnostic categories are unhelpful 
in understanding and communicating about mental distress, in the way that they 
are reductionist and limited to a medical understanding of a person’s difficulties 
(e.g. Boyle 2002, 2007). In recent years there has been a call for clinical 
psychology to move away from diagnosis and to assert its independence from 
psychiatric diagnosis by adopting psychological formulation (Pilgrim, 2000). 
However, psychiatrists could challenge the clinical utility of formulations on the 
grounds that they are also vulnerable to the same criticisms diagnosis faces; 
such as limited reliability and poor evidence of validity (Bieling & Kuyken, 2003). 
Furthermore, there is not any clear evidence to suggest that service users’ 
experiences of formulations are more positive than diagnosis (Johnstone, 2006). 
Indeed, service users’ experiences of formulation have been twofold, both 
negative and positive. For some it has enhanced understanding and promoted 
hope; for others, they have been saddened by the long-standing nature of their 
difficulties that the formulation revealed (Chadwick etal., 2003).
Within clinical psychology, there is debate about whether formulation and 
diagnosis can be combined. Whilst many psychologists working in a Cognitive 
Behavioural Therapy approach continue to formulate in a dual system with 
diagnosis, there are many who would argue that an adoption of both would be a 
confusing integration of two opposing models of mental distress; one 
psychological and the other biological (Johnstone, 2006). However, it has been
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argued that in some mental health settings, abandoning diagnosis in favour of 
formulation would be unhelpful (Johnstone, 2006). This resonates with my 
current experience in a rehabilitation and recovery setting; where the dominance 
of the biomedical model seems so deeply rooted within the service, that to 
challenge the use of diagnosis and the existing formulations would present a 
barrier to my work with inpatient staff. Therefore, whilst formulation may present 
a useful alternative, in many cases it may be more preferable to a wider range of 
mental health professionals if the two were integrated.
Provision of care
The APA (2000) state that the highest priority of the DSM-IV is to provide 
guidance on which to base clinical practice. One of the ways in which it does this 
is through identifying treatment of choice; either psychological or medical or both, 
for a range of mental health difficulties (Macaskill, 1999). However, it has been 
argued that with the DSM-IV promoting a biomedical model of mental distress, 
there is a tendency for medical interventions to dominate treatment for psychiatric 
disorders (Moncrieff, 2007).
Increasingly, there is concern about the role of pharmaceutical companies in 
psychiatry (e.g. Moncrieff et al., 2005). Indeed, research indicates that drug 
companies can influence prescribing patterns through the offers of financial 
rewards, drug-lunches and by funding research (Johnstone, 2000; Wazana, 2000 
as cited in Moncrieff et al., 2005). This association with the pharmaceutical 
company has put psychiatry in a position where it faces much criticism. The 
Critical Psychiatry Network continues to challenge the dominance of medication 
in services and advocates a move away from the drug industry on ethical 
grounds (Moncrieff et al., 2005). Service users themselves have also expressed 
concern, requesting more research into the bearing of pharmaceutical companies 
on treatment-based research (Rose et al., 2008). Critics within clinical psychology 
challenge the extensive promotion of drug treatments that seem to have resulted
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from an affiliation with the drug industry and the under-emphasis of potentially 
negative side effects of medication (e.g. Johnstone, 2000).
The emphasis on drug treatments has implications for service users; many of 
whom feel they have little choice over the treatment offered by psychiatrists 
(Mind, 2007). Devastating side-effects have been commonly observed with 
numerous types of drug treatments, along with symptoms of withdrawal (Crepaz- 
Keay, 1999). Even more concerning is how these side-effects can be 
misunderstood as symptoms of the diagnosis (Crepaz-Keay, 1999); further 
compounding the lack of understanding and stigma amongst public perceptions 
of the mentally unwell. In response to these concerns, national guidelines are 
increasingly advocating greater choice and education around medication and its 
side-effects (e.g. Department of Health, 2001).
For clinical psychology, the dominance of the biomedical approach may 
undermine therapeutic work in the way it assigns a ‘sick role’ to the person; one 
that ultimately undermines any sense of control that the individual has to make a 
difference in their life (Johnstone, 2000, p.41). During one-to-one work in my 
current service, I have experienced a resistance to psychological input largely on 
the grounds that the solution has been perceived to be external to them. The 
notion of using an alternative approach to medication has proved difficult to grasp 
for some clients; not hugely surprising given their long histories of drug-treatment 
and limited access to talking therapies. What has been particularly concerning in 
this setting is how psychological therapy is sometimes seen as a mandatory part 
of negotiating the mental health system. Indeed, research has shown that 
individuals undergoing CBT for psychosis described their participation in therapy 
in terms of cooperation with ‘the medical establishment’ and hoped it would 
facilitate discharge (Messari & Hallam, 2003, p. 176). It is of significance to note 
that in both my experience and in Messari and Hallam’s study, service users 
have been those with severe mental health problems who may present with more
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institutionalised views. Furthermore, there is growing recognition of the need for 
alternative therapies to medication, and particularly psychology (e.g. BPS, 2007). 
Thus, there may be the potential for tensions between psychological intervention 
and medical treatment to be less in the future.
A final point I would like to consider under this section is the relationship between 
diagnosis and intervention; which has been assumed to be a linear one up to this 
point. Pilgrim (2001) argues that diagnosis is only valuable to the degree that it 
can direct or specify a helpful intervention. Whilst I would suggest that diagnosis 
does have other valuable roles, I would certainly agree with Pilgrim (2001) on the 
grounds that diagnosis should identify a useful approach to a person’s difficulties.
For many people diagnosis will guide intervention, for example, on the basis of 
best treatment guidelines, such as those produced by the National Institute for 
Clinical Excellence (NICE) which offer best treatment guidelines for a range of 
different disorders (e.g. NICE, 2002). This is not the case for all DSM-IV 
disorders however, particularly the Personality Disorders, which have been 
presented as problematic on account of debates surrounding treatability and poor 
specificity of treatment recommendations (Pilgrim, 2001). The implications of this 
are well reflected in those diagnosed with Borderline Personality Disorder (BPD) 
who are often unable to access services they need and thus experience 
diagnosis as a rejection (Horn etal., 2007). In this case then, diagnosis may be 
unhelpful in terms of guiding intervention and service provision; which raises 
implications both for those assigning and receiving this diagnosis.
Access to treatment may be further compounded by issues of ethnicity. Bender 
et al. (2007) found that minority groups with a diagnosis of BPD were less likely 
to receive a range of psychosocial and psychotropic treatments than the white 
majority. Furthermore, the perceived positive alliance between professionals and
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service users was more crucial for the minority groups in accessing help (Bender 
etal., 2007).
The relationship between diagnosis and provision of care is clearly a complicated 
one; which requires consideration of a wider range of factors, including ethnicity, 
culture and attitudes to treatment.
Research
Mental health research is predominantly focused upon treatment and causation; 
in which the starting point for such research is based on diagnostic categories 
(Russell, 2007). As a result of poor reliability between diagnosticians, large 
heterogeneity in diagnostic criteria and a lack of conceptual validity, diagnostic 
categories have been argued as an unsound starting point for research (e.g. 
Boyle, 2007). Despite these criticisms, diagnosis continues to dominate and 
organise research.
In objection to the use of diagnostic categories in psychiatric research, a small 
number of psychologists have started practising the symptom or complaints- 
based approach (Bentall, 2007). This approach researches individual 
complaints, for example looking at the experience of hallucinations and delusions 
in those diagnosed with psychosis (Bentall, 2007). Scales have been developed 
that are consistent with the complaints approach, which may be beneficial to both 
psychologists and psychiatrists as they may provide information on outcomes of 
interventions and treatments across multiple dimensions of each complaint 
(Haddock et al., 1999). What I find particularly interesting in Haddock et al.’s 
(1999) study is that participants were recruited on the basis of their DSM-IV 
criteria, despite the fact that the research presents an alternative to disorder- 
based research. Diagnosis then services a useful way of bringing research 
participants together, even when adopting a research approach that is 
fundamentally different.
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Psychiatrists Mojtabai and O’Rieder (1998) have criticised the complaints-based 
approach as an alternative to the use of diagnostic categories, on the grounds of 
poor reliability in comparison to diagnosis as well as poor validity. They do not, 
however, entirely abandon this approach and instead argue that the complaints 
approach may be a useful paradigm in which to explore underlying psychological 
mechanisms (Mojtabai & O’Rieder, 1998).
Through its associations with a biomedical model, the DSM-IV has been criticised 
on account of a dominance of biological and genetic causal research (e.g. Boyle, 
2004). This continues despite the biological markers of different mental disorders 
still being relatively unknown (Boyle, 2002). Clinical psychology, however, is 
participating in developing approaches which look at the psychological 
mechanisms underlying mental health difficulties. Examples of this include 
Bentall’s (2007) exploration of the psychological thinking biases involved in 
hallucinations and also the transdiagnostic approaches, which explore common 
cognitive and behavioural features across a range of mental health difficulties 
(Harvey et al., 2004). Whilst these theories have been considered useful 
frameworks for understanding a person’s difficulties, they have been criticised on 
the same grounds as traditional psychiatric research for the way in which they 
focus on a dysfunction within the individual (Boyle, 2002).
Boyle (2002) argues that there needs to be change in the focus of mental health 
research for both psychiatry and psychology; one which is less dominated by 
diagnosis, its symptoms and underlying mechanisms, to one which explores the 
social context. Indeed, there have been a range of socio-economic factors linked 
to mental health difficulties experienced by women, such as domestic abuse, 
poverty and unemployment (Lopez & Guarnaccia, 2000). Littlewood and 
Lipsedge (1997) have suggested that a lack of attention to social context, such as 
the experience of racism and cultural adjustment, may account for the over­
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representation of ethnic minority groups in mental health services (as cited in 
Johnstone, 2000). The move towards more social and cultural research is 
certainly a direction supported by service users, whose top research priorities 
included a greater emphasis on the role of poverty, employment and stigma in 
mental health (Rose et al., 2008). This study also highlighted other priorities; 
including greater user involvement in research and increased exploration of 
alternative and complementary therapies, such as psychotherapy and self-help.
McWilliams (1998) has highlighted a potential tension in the role that diagnosis 
may play for researchers and therapists, suggesting that researchers may favour 
the categorical approach that the DSM provides, whereas therapists may prefer 
to work in a more holistic way. In line with this arises the issue of co-morbidity 
and dual diagnoses; which may be more welcomed by a researcher than a 
therapist, who may find it only throws a person into a deeper crisis of identity 
(McWilliams, 1998). This is a pertinent issue for clinical psychologists whose 
profession often requires them to fulfil both roles. Indeed, in writing this section I 
am aware of how much more comfortable I am thinking about the role of 
diagnosis in research than in my clinical work with clients. I wonder whether this 
too reflects a researcher-therapist tension within me and my greater need for the 
safety of the organising structure that diagnosis may provide in research.
The DSM-IV and the Broader Context
For many clinical psychologists, the DSM-IV represents the way in which 
psychiatry exerts power and control over society; by way of separating out the 
well from the unwell (e.g. Boyle, 2007). It is argued that psychiatric diagnoses are 
social judgements based on the western norms from which they were derived 
and that they operate to maintain the status quo within society (Johnstone, 2000). 
The diagnosis of Histrionic Personality Disorder is a good example of how this 
disorder operates on a particular set of values which sees sexual promiscuity, 
dressing up to draw attention and being melodramatic as inappropriate or
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unacceptable behaviour (Russell, 2007). Indeed, the current diagnostic system 
for personality disorders has been challenged on the grounds that it is based on 
western norms which may not account for cultural variation (Chavira et al., 2003, 
cited in Bender et al., 2007). Mental health may be interpreted and responded to 
very differently across different cultures. For example, Bentall (2003) describes a 
small Ugandan town that was little concerned about hallucinations or delusions 
and would consider using herbs or spiritual methods to heal the person’s distress.
In recognition of these criticisms there has been a collective movement within 
psychiatry towards greater engagement with social and cultural issues (Double, 
2002). The DSM-IV now also includes cultural information about various 
disorders and has an additional culture-bound syndrome section (APA, 2000). 
However, in reading through these sections of the DSM-IV, I am surprised that 
the cultural information included continues to be only a ‘supplement to the multi- 
axial diagnostic assessment’ (APA, 2000, p.897) and not a core part; particularly 
in light of the significant role that culture is plays. Indeed, this feeling seems to be 
shared by others, where the acknowledgment of cultural considerations continues 
to be seen as somewhat tokenistic (Russell, 2007).
Psychiatry is not alone in facing these criticisms. Clinical psychology has also 
been censured on the grounds that it too maintains the dominant values of the 
western society and in doing so, acquires its professional status and power 
(Ussher, 1992). Indeed, many psychotherapeutic approaches have been argued 
to be so dominated by western norms that they are of little relevance to any of 
society’s minority groups, in terms of culture, sexuality and class (Sanders & 
Tudor, 2001). This would suggest that concerns over power and social control 
extend beyond those whose primary mandate may be diagnosis, to a wider 
system of professionals.
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Service users have been victims of this system of power; both within mental 
health services and in the wider context (Campbell, 2007). Despite the success 
of the service user movement in the last ten years across mental health 
advocacy, education and training, it is argued that the service users’ position in 
wider society has not radically improved (Campbell, 1999). Indeed, the majority of 
service users continue to face public stigma which is largely in relation to their 
behaviours being identified as abnormal (Knight et al., 2003). The service user 
movement has identified greater obstacles needing to be overcome, such as 
challenging not only the messages that are sent out to society about mental 
health, but also those who send them and those who are considered to be most 
disadvantaged by them; such as minority groups (Campbell, 2001). Clearly then 
psychology and psychiatry have a major role to play in making changes to 
society’s perception of mental health difficulties and increasing understanding 
and acceptance of difference and diversity.
The Recovery Approach
Recovery has been defined by Shepherd et al. (2008) as providing a new 
foundation for mental health services; one which focuses on the person’s right to 
build a meaningful life with or without their mental health difficulties. The recovery 
approach rejects the biomedical model of mental distress in favour of a social 
disability model; one that values the importance of social inclusion, access to 
activities and personal rights (Repper & Perkins, 2003). There is variability in the 
extent to which the use of diagnostic labels is deemed compatible with the 
recovery approach; some argue in opposition of using diagnosis (May, 2004), 
while others support an integration of the two (Roberts & Wolfson, 2004). 
However, what is common across different models of recovery is the need to use 
diagnostic labels cautiously and to look beyond them to the person (Repper & 
Perkins, 2003); an approach more consistent with the rehabilitation and recovery 
service in which I currently work.
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Recovery ideas are underpinned by the principle that service users are experts in 
their own experience and as such, should be actively involved in their own 
recovery (Sainsbury, 2008). An important part of adopting this approach is about 
working with the service user’s own understanding of their difficulties and looking 
for personal meaning (Repper & Perkins, 2003). In my work with people 
experiencing psychosis, exploring personal meaning has largely been about 
accepting and working within their own experience of reality (May, 2004).
Working within a client’s own reality is an approach which challenges the 
fundamental assumptions of psychiatry, where the solution to a person’s 
difficulties may be in terms of discovering meaning, rather than in psychiatric 
treatment (Johnstone, 2000). This may be a difficult approach for clinical 
psychologists, particularly those working within a cognitive model, who may be in 
the habit of reasoning and rationalising a person’s experience (May, 2004) In 
considering these issues, I have come to question whether psychological 
formulation reflects a need for psychology to work within the safety of its own 
model; in much the same way that diagnosis might for psychiatry. In this way 
formulation may still present a barrier to adopting the client’s own model of 
thinking; albeit less so than diagnosis.
With the recovery model promoting a move away from the dominance of 
medication-based approaches and use of compulsory treatment, there is 
increasing concern about how this may affect the role of the psychiatrist.
Davidson et al. (2006) argue that the recovery approach would require 
psychiatrists to continue to assess and diagnose as they already do, but to spend 
more time educating service users about medication before gaining their consent. 
This may bring psychiatry even closer to that of the traditional role of medical 
doctor and their procedures for treating physical illness (Davidson et al., 2006). 
This raises an interesting notion of how the recovery approach may continue to 
facilitate psychiatry’s sought after association with the medical model, but to do 
so in such a way that no longer stigmatises and controls service users through
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the use of compulsory medical treatment. This would certainly appease many 
critics of the DSM-IV and the biomedical model it advocates.
One of the greatest challenges of the recovery approach is how to implement it in 
clinical practice; as the concept is both difficult to define and measure (Shepherd 
et al., 2008). A popular criticism from both professionals and carers has been 
that the concept of ‘recovery’ holds connotations of a cure; which is both 
unrealistic and unethical for use with service users (Roberts & Hollins, 2007). 
Indeed, in my own experience of running a recovery group, both staff and service 
users have expressed difficulty moving beyond the notion of recovery as 
symptom reduction. However, I would argue that this is largely a consequence of 
the dominance of a medical discourse in the service; which can, and gradually is, 
being challenged through education of what it means to recover with mental 
health difficulties.
Throughout the recovery literature, there is a sense that the uniqueness of the 
individual is celebrated; that service users’ own understandings, beliefs, hopes 
and preferences tailor the approach to their care. As such, it is argued that 
recovery principles require a complex consideration of a person’s culture, 
sexuality and spirituality (Roberts & Hollins, 2007). Nevertheless, there has been 
some criticism that the recovery model still adheres to western norms; such as an 
emphasis on people as being self-sufficient (Deegan, 1988 as cited in Roberts & 
Wolfson, 2004). Much like diagnosis and psychological theory, this raises the 
issues of power and social control. Indeed, some service users have expressed 
concern that professionals will lay claim to the recovery movement and separate 
it from its origins in the disability movement and civil rights (Davidson et al.,
2006).
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Conclusion
In this essay I have addressed a number of issues surrounding the clinical 
implications of using the DSM-IV. I have considered the role diagnosis plays in 
providing a communicative framework for both service users and mental health 
professionals. In doing so, I have highlighted service users' varied experiences of 
being assigned a diagnostic label and have explored the debate within clinical 
psychology and psychiatry surrounding the use of formulation as an alternative 
framework.
I have suggested that diagnosis, albeit problematic, is useful for facilitating 
communication and have argued that formulation may be best placed integrated 
alongside it. I have explored the way in which the DSM-IV, through its adoption 
of a biomedical model, promotes a dominance of medical treatment in services. 
This has raised ethical issues for psychiatrists through their affiliation with the 
drug industry, and concerns for services users in relation to the negative side- 
effects of medication. It also raises difficulties for clinical psychologists and for 
me, as a trainee clinical psychologist, in the way that the biomedical model might 
undermine therapeutic engagement. In relation to research, I have considered 
how diagnosis drives a disorder-focused approach which may dominate both 
psychological and psychiatric research, at the risk of ignoring individual 
symptoms and wider socioeconomic factors impacting on mental health. In 
reflection, I have suggested that diagnosis continues to organise and facilitate 
recruitment procedures in research; and may perhaps be better placed here than 
in use with client work.
In a broader context, I have also demonstrated how the implications of DSM-IV 
go beyond a mental health setting, providing psychiatrists with the power to 
maintain western society’s norms. Going forward, I believe that greater work 
needs to be done to address the culturally restricted nature of diagnosis and to 
assess the impact that this has on service users, who continue to be subject to
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power differentials. These are not just concerns for psychiatrists but for clinical 
psychologists; who may also endorse society’s norms. Finally, I have proposed 
the recovery approach as a way in which service users, psychiatrists, clinical 
psychologists and I can move beyond the confines of the biomedical model 
without needing to abandon diagnosis completely. Indeed, the recovery model 
may actually provide a way for psychiatry to continue to strengthen its roots with 
the medical discipline, without impacting on services in the way it has 
traditionally. The recovery model allows this is in the sense that it focuses on the 
individual and the personal meaning of their difficulties, encouraging a move 
away from the dominance of medication and the biomedical approach.
In the process of writing this essay, I have come to realise the extent to which the 
DSM-IV and the biomedical model dominate mental health services. Indeed, I 
have begun to question whether clinical psychologists, psychiatrists, service 
users and I function within a mental illness service, rather than a mental health 
service. As a result, I have gained a deeper appreciation of the adjustment that 
would be required for both professionals and service users to move to another 
model of understanding. A consideration I hope will be reflected in my careful and 
sensitive approach to implementing recovery principles with inpatient staff in my 
current post. Furthermore, this process has encouraged me to consider my own 
position to diagnosis and to question whether, given the early stages of my 
training; my approach to this essay reflects a want for structure and certainty that 
diagnosis provides. Indeed, I expect my relationship with diagnosis to change 
significantly over the next three years and I look forward to finding out in which 
way this is.
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Professional Issues Essay
How are issues of risk understood and responded to within mental health 
services? What contribution can clinical psychologists make to a reconsideration
of these ideas and practices?
January 2010 
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Introduction
The move away from long stay psychiatric hospitals towards community-based 
mental health services has contributed to a growing preoccupation with the 
management of individuals that may present a risk to others (Langan & Lindow, 
2004). Highly publicised homicide cases in the 1990s resulted in a series of 
national enquiries which linked these events to the consequences of poor risk 
management within mental health teams (Appleby etal., 1999). In this context, 
the Department of Health (DoH, 2007a) is attempting to more clearly define 
procedures around risk and embed these within the role of the mental health 
professional.
The concept of ‘risk’ within mental health services covers a broad spectrum of 
ideas beyond the issue of risk to others, such as risk to self (i.e. self harm, 
suicide and neglect) and risk from others (i.e. abuse, discrimination, stigma and 
exploitation). However, in order to explore the literature in greater depth, I have 
chosen to focus my essay solely upon risk posed to others. My selection of this 
essay title and angle for discussion has been influenced by my current 
experience working with young offenders. Mental health policy has largely 
neglected issues of risk posed to others (Royal College of Psychiatrists, 2008), 
despite a prevalence of mental health difficulties in violent offenders (Swinson et 
al., 2007). Therefore, I intend to illuminate some of the concerns relating to risk 
practices in this domain and reflect on how a reconsideration of these might apply 
to my current clinical work. As much of the literature applies to adult services or 
mental health services more generically, I will begin with a general discussion of 
how risk to others is understood, assessed and managed across all settings. I 
will then go on to outline ways in which clinical psychology can contribute to a 
redefinition of these understandings and practices and the relevance of this for 
young offenders.
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Risk and Mental Health Services 
Brief overview of mental health policy
Formal risk assessment and management procedures were first documented by 
the Department of Health in 1994 (as cited in Langan & Lindow, 2004). Routine 
risk assessment and prediction measures were then introduced and individual 
Trust protocols developed; in line with the risk management framework The Care 
Programme Approach’ (DoH, 1999). More recently, the Department of Health 
(2007a) published best practice guidance on how to implement these risk 
assessment and management procedures. As part of the National Mental Health 
Risk Management Programme, it is intended that this document informs all local 
mental health trust providers, across all settings (DoH, 2007a). In terms of risk to 
others, Scotland’s Risk Management Authority (2007) has developed some key 
principles for forensic settings. However, a report from the Royal College of 
Psychiatrists (RCP, 2008) has highlighted the need for national guidance on 
assessment and management, across all mental health services and client 
groups.
The concept of risk
The Department of Health (2007a, p. 13) defines ‘risk’ as:
‘...a negative event (i.e. violence, self-harm/suicide or self-neglect) and 
covers a number of aspects: how likely it is that the event will occur, how 
soon it is expected to occur and how severe the outcome will be if it does 
occur.’
This general definition highlights the multifaceted nature of risk and how it refers 
to a type of event, a probability and an outcome. Within the Department of 
Health guidance (2007a), risk posed to others is described in terms of: acts of 
violence, sexual violence or antisocial and offending behaviour.
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What is the risk?
Within the best practice guidance the general concept of risk is understood as 
entirely negative, referring only to the likelihood of harm. It is similarly defined 
within the social care policy for NHS staff working in multidisciplinary teams 
(DoH, 2007b). Carson (2008) expresses concern that mental health services fail 
to acknowledge the potential for risk to relate to positive outcomes and 
experiences. He argues that negative conceptualisations of risk may prevent 
clinicians from realising the possible benefits of an action for the service user, 
and thus lead to risk-averse practices. According to Carson’s (2008) argument, a 
person considered a ‘risk’ to others might be perceived solely in terms of their 
potential to affect others negatively. These are concerns that have been realised 
by Fetch (2001), who found that care plans were often prejudiced towards 
managing risk of violence over improving well-being.
Langan (2009) argues that mental health services wrongly theorise risk. In taking 
a realist perspective, professionals approach risk as something that can be 
objectively measured and rationally managed (Langan, 2009). In agreement with 
Langan (2009), I have often heard colleagues describe young people as ‘high 
risk’ as if the risk were an independent and measurable entity not requiring 
further explanation or deconstruction. Strydom (2002) proposes that realist 
conceptualisations can obscure important social, cultural and political factors in 
how the concept of risk is understood.
Where is the risk?
Langan (2009) goes on to suggest that mental health services promote an 
individualised notion of risk. This derived from earlier research that showed that 
mental health professionals often failed to consider wider social and 
interpersonal variables in their discussions about risk (Langan, 2008). Likewise, 
Hawley et al. (2006) found that mental health assessment proformas consistently 
neglected the role of environmental risk factors. It seems then that Langan’s
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(2009) argument holds true, despite efforts from the Care Programme Approach 
to emphasise the role of social circumstance on risk (DoH, 1999).
Neglecting these systemic variables is concerning in view of accounts from 
service users; including those from a minority ethnic background, who described 
the negative influence of social exclusion, stigma and racism on their behaviour 
towards the public (Langan & Lindow, 2004). Shepherd and Lavender (1999) 
have highlighted how ignoring the role of contextual factors can perpetuate the 
notion that mental health service users are inherently ‘dangerous’ or ‘risky’; 
leading to further exclusion and discrimination. Furthermore, an individualised 
concept of risk obscures iatrogenic effects of mental health services and the 
potential for the level of risk to increase following access to treatment (Vassilev & 
Pilgrim, 2007). Adding to this, Carson (2008) suggests that clinicians will not 
recognise the potential for their own decision making to elevate risk, if the role of 
iatrogenic distress is neglected. Together, these are strong arguments for a 
more systemic conceptualisation of risk, one that would illuminate deeper and 
more culturally sensitive understandings.
Whose risk is it?
The increasing emphasis on risk management within mental health services is 
believed to echo our contemporary society’s overestimation of negative events 
and aversion to risk-taking (McGuire, 2004). Mental health service users are 
often considered a risk to the public despite evidence of only a small contribution 
to the rate of violence and homicide within society (RCP, 2008). This is a view 
that has been perpetuated by media depictions of mental health services failing 
to guard the general public from service users (Hallam, 2002). In this socio­
political context, mental health professionals have described a growing culture of 
blame, individual accountability and the need for professional self-preservation 
within the NHS (Langan & Lindow, 2004).
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There have been grave consequences of this changing climate, particularly 
regarding issues of risk to others. For example, professionals have reported an 
overwhelming responsibility to control and eliminate all risk (Langan & Lindow, 
2004). When translated into practice, this sense of responsibility leads to risk 
procedures that are driven by concern over public safety, rather than the needs of 
service users (RCP, 2008). In terms of accountability then, the risk often lies with 
the mental health professional and not the service user. Risk to the public clearly 
does need to be minimised where possible, particularly on account of Maden’s 
(2006) research linking poor risk procedures to service user homicides.
However, I suggest that we need to reconsider the current tension existing in 
mental health services: where risk is seen to originate in the service user but 
belong to the responsibility of the professional.
Risk assessment
Schwalbe (2008) defines risk assessment as a process of identifying the static 
(stable, often historical) and dynamic (fluctuating, often environmental) correlates 
of a specified event, in order to make a prediction about likelihood and 
consequence. Historically, the assessment of risk posed to others has relied 
upon unstructured professional judgement; informed by clinical intuition and 
expertise (Hart at s i, 2003). However, since the 1980s, there has been growing 
support for the use of structured risk assessment based on empirically 
established risk factors (Hanson, 2009). Best practice guidance advocates the 
use of structured risk assessment within mental health services, on account of 
having superior accuracy, reliability and objectivity (DoH, 2007a).
The structured approach is often divided into two formats: actuarial measures 
and structured clinical judgement (Hart et al., 2003). Actuarial measures use 
statistical formula to compute the probability of a specific event within a particular 
client group and are based on empirically established, static risk factors (Hart et 
al., 2003). Structured clinical judgement combines professional expertise.
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service user perspectives and evidence-based risk correlates (DoH, 2007a).
Both approaches have demonstrated sound predictive accuracy in assessing risk 
to others (Hanson & Morton-Bourgon, 2009); however, neither one has 
conclusively established any superiority (Hart et al., 2003). The Department of 
Health (2007a) guidelines advocate the use of structured clinical judgement as it 
identifies dynamic risk factors that are amenable to intervention. However, the 
structure and procedural clarity of mental health risk assessment has tended to 
vary (Hawley et al., 2006), particularly for risk of violence (Maden, 2006).
Both methods of structured risk assessment present common challenges for 
mental health services. There is a predominant focus on variables that escalate 
risk, with a neglect of protective factors and causal understandings (Hanson, 
2009). Risk assessment practices are further complicated by the pressure on 
professionals to make predictions, even about uncommon behaviours, such as 
extreme violence (McGuire, 2004). In these instances, low base rates, combined 
with the tendency for professionals to be cautious and over predict, can lead to 
service users being incorrectly labelled as ‘risky’ or ‘dangerous’ (Sheldrick, 2004). 
These criticisms are compounded when using actuarial measures, which predict 
an individual’s behaviour on the basis of population trends and further ignore 
issues of individual difference (RCP, 2008). Together, these concerns raise a 
number of ethical considerations and highlight the importance of a dynamic and 
situation-specific, case-by-case risk formulation (McGuire, 2004).
Risk management
Following a risk assessment, mental health practitioners are expected to develop 
flexible and comprehensive actions plans aimed at preventing, or at least 
minimising, risk (DoH, 2007a). The RCP (2008) report on ‘Rethinking Risk to 
Others’ recommends the use of management strategies that promote well-being, 
positive risk-taking and service user involvement. However, research suggests
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that these recommendations are not consistently implemented within mental 
health services.
Schwalbe (2008) expressed a concern that risk management strategies prioritise 
the minimisation of risk over the needs and well-being of the service user. On a 
similar vein, Langan and Lindow (2004) found that service users, who were 
described as a risk to others, wanted greater consideration of concerns that were 
personally important but non-risk related. Whilst the Care Programme Approach 
is intended to balance issues of risk and need (DoH, 1999), a greater integration 
is clearly needed for managing individuals who pose a risk to others (Schwalbe
2008).
A positive approach to risk management is advocated throughout mental health 
guidance (DoH, 2007a). This involves working with service users to make joint 
decisions that carry an element of risk but that are likely to improve well-being 
(DoH, 2007a). Being able to make choices and take risks is considered essential 
to an individual’s well-being and recovery (Shepherd et al., 2008). However, 
putting this concept into practice is notoriously difficult amidst increasing mental 
health initiatives focusing on risk (Kaliniecka & Shawe-Taylor, 2008) and the 
growing blame culture within NHS (Morgan, 2004). Clinicians have described 
increasingly defensive and risk averse practices when working with individuals 
who pose a risk to others (Langan & Lindow, 2004). The desire to control and 
reduce all risk is detrimental to service users, whose voices are often lost in the 
process:
‘Sometimes I think we try to change somebody’s circumstances to deal 
with our own anxieties, rather than the concerns they have about 
themselves or the risks they actually present.’ (A mental health 
professional, Langan & Lindow, 2004, p.10)
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Mental health policy advocates the involvement of service users in decisions 
about risk management (DoH, 2007a). Nevertheless, many professionals 
described feeling unable to do so for fear of damaging relationships and further 
stigmatisation (Langan & Lindow, 2004). The lack of service user involvement is 
concerning when we know that many service users are eager to discuss issues of 
risk (Campbell & Lindow, 1997). Furthermore, by not involving service users, 
professionals might have the adverse effect of further enhancing social exclusion 
and contributing to a sense of disempowerment (Rose 2000).
Risk and Clinical Psvcholoqv
The Accreditation of Postgraduate Training Programmes in Clinical Psychology 
requires trainees to develop core competencies across a range of client groups, 
settings and therapy models (as cited in the Division of Clinical Psychology,
2006). These competencies include skills across assessment, formulation and 
intervention (British Psychological Society: BPS, 2006). The practice of risk 
assessment is embedded within this training model and is stipulated as a 
professional duty post-qualification, by the Division of Clinical Psychology 
guidelines (DCP, 1995). Following the New Ways of Working initiative, clinical 
psychologists are increasingly expected to move beyond these competencies to 
adopt consultant, management and leadership roles (Lavender & Hope, 2007).
On account of the profession’s core competencies and growing responsibility for 
service provision, clinical psychology is well positioned to offer a reconsideration 
of risk ideas and practices.
Young offenders and mental health
Youth Offending Teams (YOTs) form part of the youth justice system and were 
introduced in April 2000 with the aim of reducing offending behaviour in young 
people age ten to seventeen (Department for Children Schools and Families, 
2009). YOTs are a multiagency network of representatives from police, 
probation, education, substance misuse and social services (Department for
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Children Schools and Families, 2009). Following government initiatives to 
improve the well-being of young offenders, YOTs now have regular input from 
health professionals within Child and Adolescent Mental Health Services 
(Department of Health/Department for Children Schools and Families/Ministry of 
Justice/Home Office, 2009).
Issues of risk are particularly pertinent to this client group, as they are young 
people who are considered a risk to the public by virtue of their offending 
behaviour. Furthermore, young offenders are known to be at a greater risk of 
mental health problems than their age-equivalent peers, and thus, vulnerable to 
future offending and social exclusion (Hagell, 2009). With the exception of the 
National Institute for Health and Clinical Excellence (2009) guidance on children 
and adolescents with conduct difficulties, there is limited mental health policy for 
working specifically with young people posing a risk to others.
Reconsidering ‘r isk ’
As part of the core competency model, clinical psychologists learn how to draw 
on a breadth of social, cultural and interpersonal factors when formulating (BPS, 
2006). In doing so, the profession is attuned to wider systemic influences on a 
person’s level of risk and thus, well positioned to challenge the individualistic 
notions described by Langan (2009). An understanding that risk can be located 
outside of the individual is particularly important when working with young 
offenders. Young people are embedded within many influential systems 
throughout their development, such as family networks, peer groups and a range 
of services for social needs, health care and youth justice. Within these contexts, 
there are a number of factors that predict the risk of offending and future mental 
health difficulties, for example, inconsistent parenting or excessive discipline 
(Hagell, 2002). A young person’s interaction with the criminal justice system itself 
is also known to increase psychological distress (Nieland et al., 2001).
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In contributing to a broader, more systemic conceptualisation, clinical 
psychologists acknowledge the different positions in which the ‘risk’ can be held 
and worked with, for example, via parenting programmes. However, Gray (2005) 
has criticised interventions that only tackle current situational factors, on the 
grounds that they neglect the socio-economic correlates of criminality. Gray’s 
(2005) concerns resonate with my own frustrations working with a young person 
who is struggling to find secure accommodation, after being forced to leave the 
family home. Whilst I am acutely aware of the potential for unmet basic needs to 
undermine therapeutic progress, I have come to realise the important role I have 
in supporting my client through this difficult time. I would propose then that Gray’s 
(2005) argument is important in highlighting areas for prevention and early 
intervention, but that the presence of socio-economic difficulties should not 
render other clinical work meaningless.
The positivist notion of risk that is believed to exist within mental health services 
has been challenged by social constructionist frameworks. According to Strydom 
(2002), the social constructionist perspective is one which views risk as an 
unknowable construct, located in social, cultural and political discourses. This 
approach forms one of the main therapeutic traditions within clinical psychology 
(Johnstone & Dallos, 2006) and helps bring to the forefront the cultural and 
political influences on how mental health services understand risk posed to 
others. For example, highlighting how society’s overestimation of danger and 
crime may contribute to overcautious and negatively biased conceptualisations of 
risk (McGuire, 2004). The social constructionist framework is helpful in offering a 
critical perspective on how risk is understood within mental health services. 
However, Langan and Lindow’s (2004) research suggests that professionals’ 
awareness of the political discourses surrounding risk does not necessarily lead 
to a change in practice.
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Assessing and formulating ‘risk’
The literature on resiliency highlights the failings of current risk assessment 
practices (Efta-Breitbach & Freeman, 2004). Resiliency has been defined by Doll 
and Lyon (1998) as the process of triumphing over risk to achieve positive 
outcomes (cited in Efta-Breitbach & Freeman, 2004). In being dominated by 
factors that predict negative events, current risk assessments may ignore 
important correlates of successful coping and good outcomes. However, the 
increasing use of positive factors within case conceptualisation (Kuyken, at a!.,
2009) means that clinical psychologists are well positioned to incorporate a 
strengths-based approach to risk assessment.
The identification of positive factors is particularly valuable in the context of young 
offenders. Resilience in adolescents has been associated with factors such as, 
high self-esteem, self-efficacy and an internal locus of control (Efta-Breitbach & 
Freeman, 2004). However, the standard YOT assessment tool focuses 
predominantly on predicting the likelihood of reoffending and less so on 
identifying internal resilience (Youth Justice Board, 2005). Clinical psychology’s 
capacity to adopt leadership and consultancy roles may be particularly valuable 
in this context; helping to incorporate issues of resilience into assessment 
procedures at a service-level.
Risk assessments are most commonly used to provide an estimate of probability; 
however, this estimate does not explain the cause of the risk (McGuire, 2004). 
Risk formulation is intended to offer a unifying account of why risk develops, 
when it is most likely, and an action plan for intervention (DoH, 2007a). It is a 
process which echoes psychological formulation; defined by BPS (2006) as an 
integration of cultural, social, personal and biological factors, which draws upon 
psychological theory and research. It is here, in the context of risk formulation, 
that clinical psychology is able to contribute further reconsiderations of practice.
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Hanson (2009) argues that clinically meaningful risk formulation should focus on 
dynamic and potentially changeable risk factors i.e. a person’s attitudes towards 
violence. However, he suggests that knowledge of psychological theory and 
research is needed in order to identify those variables and link them to the risk 
behaviour. Clinical psychologists, as scientist practitioners, are well trained to 
undertake this role, on account of their skills in applying theory and evidence to 
their practice (Hall & Llewelyn, 2006). The importance of a theoretically guided 
risk formulation has been highlighted in my consultation work with YOT 
practitioners. For example, when drawing on models of normal development to 
explain how emotional, social and developmental difficulties might have impacted 
on a young person’s offending behaviour and ability to show empathy for their 
actions.
As part of the core competency model, clinical psychologists undertake an 
iterative cycle of reformulation (BPS, 2006). Applied to risk assessment, this is a 
process that ensures on-going attention to changes in dynamic factors and allows 
for individualised, context-dependent understandings of when a person may 
present a risk. The importance of risk assessments being contextualised has 
been emphasised by the Youth Justice Board (2005), however, on account of a 
recent clinical experience, it would seem that practice does not always follow 
these recommendations. In this case, I was informed of provisional Multi-Agency 
Public Protection Arrangements (MAPPA) to prevent my client from having any 
contact with female professionals, despite his offence only occurring with female 
peers. The process of reformulation is particularly helpful in guarding against 
incidents such as this, where predictions of risk are generalised across situations. 
This is particularly important when working with young offenders and the multiple 
transitions of adolescence (Efta-Breitbach & Freeman, 2004).
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Working with risk
Shepherd et al. (2008) argue that mental health services must distinguish 
between the risks needing minimisation and the positive risks that all service 
users are entitled to take. However, it has been difficult for mental health 
practitioners to implement such ideas in the current social, cultural and political 
climate (Morgan, 2004). These difficulties are evident in youth offending 
services, where the emphasis upon preventing reoffending has resulted in 
practices that attempt to control for all possible risk and neglect long-term needs 
(Department of Health/Department for Children Schools and Families/Ministry of 
Justice/Home Office, 2009). By virtue of the core competency framework, clinical 
psychologists are able to meet this gap in service provision and support the 
implementation of a positive risk-taking approach, described below by Morgan 
(2004).
For mental health services to take positive risks, Morgan (2004) suggests that 
there needs to be a greater focus on understanding a person’s strengths, 
difficulties and available support systems. Clinical psychology’s abilities in 
formulation provide a comprehensive understanding of how best to support an 
individual in taking risks; for example, in promoting existing coping strategies or 
crisis planning with support networks. Beyond one-to-one work, these are skills 
that can promote positive risk-taking across whole teams and services. Lake 
(2008) has described a team formulation approach, where clinical psychologists 
provide a protected space for professionals to explore different views of a service 
user. In this arena, new understandings of an individual’s strengths and coping 
skills may emerge, thus supporting further taking of positive risks. In the context 
of a YOT, this may provide multi-agency professionals the opportunity to reflect 
on the importance of promoting a young person’s self-agency by supporting them 
to making decisions that involve an element of risk.
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Clinical psychologists can also contribute to a reconsideration of risk 
management on account of their roles as reflective practitioners and therapists. 
The reflective-practitioner model requires clinical psychologists to develop a 
capacity to reflect on their work (BPS, 2006). In addition to applying evidence 
and theory to their practice, clinical psychologists draw on knowledge about 
different values, morals and experiences. Bennett-Levy (2003) proposes that 
reflection on clinical experience provides a mechanism for learning and 
developing professional practice; consistent with the notion of practice-based 
evidence in clinical psychology. This mechanism has been demonstrated in the 
context of risk management. Kaliniecka & Shawe-Taylor (2008) found that the 
reflective space provided by a multidisciplinary panel facilitated clinical decision­
making, particularly in terms of positive risk management. Professionals 
described the panel as encouraging new ways of thinking about their risk-taking 
decisions (Kaliniecka & Shawe-Taylor, 2008). It is interesting that the panel 
investigated in this study was used only as a forum for current risk decisions.
This is consistent with growing concerns about the limited emphasis on learning 
from past practice, particularly successful positive risk-taking (Langan &Lindow, 
2004) and highlights another possible function for psychology-led, reflective 
practice groups.
In therapy, clinical psychologists support service users to embark on a process of 
change. This change often involves a new way of thinking, behaving or relating 
and is considered a step towards well-being and recovery. Reflecting on my 
current clinical work, I am aware of the great risk I am encouraging my client to 
take by trying out new peer relationships and distancing himself from other young 
offenders. In this way, my client can be understood as engaging in a process of 
positive risk-taking; trying something new and potentially very difficult, in the hope 
of positive outcome and gain. Mason’s (2005) concept of ‘relational risk-taking’ 
embeds issues of risk firmly within the therapeutic relationship, by encouraging 
the discussion and exploration of risk within sessions. Mason’s (2005) framework
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has helped me to further reflect on my clinical work with the same young person. 
It has highlighted how, as a therapist, I have also engaged with a process of risk- 
taking, for example, when asking how my client might react if we tried to explore 
his difficult early relationships.
In working therapeutically with risk, clinical psychologists are engaging in a 
shared process of trying to understand why an individual might behave or 
respond in the way they do. Collaborative working with service users is an 
important part of clinical psychology practice (BPS 2006) and, is considered by 
many, as essential to developing the therapeutic relationship (Chadwick, 2005). 
This way of working is particularly valuable, on account of Morgan’s (2004) 
argument that greater service user involvement is likely to enhance the success 
of positive risk-taking approaches. The involvement of young people and young 
offenders more specifically, in discussions about risk appears to be a largely 
under-researched area. However, greater collaboration with young offenders 
might address some of the concerns expressed by Rose (2000) about 
professional disempowerment and reduce the sense of social exclusion already 
faced by this client group (Hagell, 2002). Bringing these arguments together, it 
becomes clear that clinical psychologists exercise a range of therapeutic skills to 
work collaboratively with services users in identifying, addressing and 
understanding issues of risk.
Thinking critically about the role of clinical psychology
I have argued that clinical psychology can contribute to a reconsideration of how 
mental health services understand and respond to issues of risk, on account of 
the skills developed throughout training. This argument is based on the 
assumption that clinical psychology training is effectively translated into practice, 
post qualification. However, there is evidence to suggest that this assumption 
may not be entirely valid in the context of risk practices.
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A recent doctoral research project found that clinical psychologists continued to 
define risk in narrow and negative terms and were unable to adopt a dynamic 
approach to risk assessment following service restrictions (Tickle, 2009). 
Furthermore, these participants often struggled to implement positive risk-taking 
practices (Tickle, 2009). Whilst many clinical psychologists aspired to alternative 
approaches, their concern over professional accountability and negative 
consequences continued to define their work (Tickle, 2009). All participants had 
qualified prior to the introduction of the core competency accreditation criteria and 
so this sample may not necessarily reflect the risk practices of more recently 
qualified practitioners, trained under the core competency framework. Flowever, 
Tickle’s (2009) research is helpful in highlighting the potential obstacles current 
and future clinical psychologists may face in reconsidering risk. In particular, it 
points to the need for greater professional security in mental health services. 
Tickle (2009) suggests this may be achieved with further clarity around risk policy 
and procedures and more work in the public domain to tackle the prevailing 
blame-culture.
Conclusion
In this essay I have focused on a discussion of risk posed to others. I have 
argued that current conceptualisations of risk are negative, positivist and narrowly 
located within the individual. I described these understandings as having 
developed in a risk-averse, socio-political context, which had increased the need 
for professional self-preservation. As a consequence, I suggested that 
approaches to risk assessment and management were largely driven by the need 
to protect public safety; resulting in practices which are dominated by minimising 
all risk, often to the detriment of the service user.
I have presented clinical psychology as a profession able to offer a 
reconsideration of risk understandings and practices. I have argued this on 
account of the profession’s core competencies developed throughout training and
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increasing roles in consultation, management and leadership. I hoped to 
demonstrate the significance of the profession’s contribution by drawing links to 
my current experience working with young offenders. In this context, I proposed 
that clinical psychologists could offer a broader understanding of risk, one that 
acknowledges social, cultural, political and iatrogenic influences. I have argued 
that the profession can contribute to a greater strengths-based approach to risk 
assessment, underpinned by an iterative cycle of individual and dynamic risk 
formulation. As a result, I suggested that clinical psychology could promote a 
positive-risk taking approach and work therapeutically with risk, in such a way 
that includes and empowers service users. Finally, I have acknowledged how the 
concern over professional accountability may continue to dominate 
understandings and practices for all mental health professionals, including clinical 
psychologists. With this in mind, I support the view expressed by other writers on 
this subject: that mental health services need to more clearly define policy and 
procedures around risk and further promote professional security.
Writing this essay has provided me with an opportunity to look back on the 
complexity of my clinical work at the youth offending team. It has highlighted the 
importance of approaching issues of risk critically, reflectively and sensitively; 
particularly with young people who are at risk of being defined solely in terms of 
their offending behaviour. This essay has encouraged me to re-connect with an 
appreciation of the breadth of skills offered by clinical psychology training. In 
doing so, I have a clearer sense of what contribution I am able to make towards 
how risk is understood and responded to; both during training and post­
qualification.
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Problem Based Learning Reflective Account I
The relationship to change
March 2009 
Year 1
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The PBLTask
The task was presented to us in the form of a title: The relationship to change’. 
We were asked to explore this title within our Personal and Professional Learning 
Discussion groups, with each group consisting of eight trainees and one facilitator 
from the course team. We were given a maximum of six sessions within our 
groups to complete this exercise, with a view to subsequently presenting this 
work to our first year cohort. The title was introduced as purposefully ambiguous; 
we did not need to know exactly what to do yet, what the ‘change’ might be 
regarding, or whose ‘relationship’ it was. My initial reaction to this assignment 
was an anxious one. I felt unprepared to take on a task that seemed so vague, 
without any clear boundaries and one that was open to a multitude of possible 
interpretations.
The Group Process
My first impressions of the group
We initially approached the task by group members talking individually about their 
personal thoughts and experiences of change. In my past learning environments 
I would often speak first in these situations, and yet in this group I found myself 
holding back, waiting to hear other’s ideas before formulating my own. I was 
aware of perceiving others to be more academic or more experienced than I, and 
so doubted whether my contribution would match the calibre of the group. 
However, when I did eventually take my turn to speak, my fears were eradicated;
I was welcomed and my ideas validated by listening ears and warm expressions. 
On reflection, I can draw strong parallels from this situation to the challenges of 
finding a voice within large multidisciplinary teams, particularly as a first year 
trainee and new to both the profession and the client group.
In this early stage, I was struck by the limited guidance our facilitator offered on 
how we might structure our initial thoughts. There was a sense that as a group 
we were deciding our own learning goals by the way in which we made sense of
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the title. This was a stark contrast to the didactic teaching of my undergraduate 
degree and was an approach I experienced as enabling but rather uncertain. 
Indeed, I often found myself looking to our facilitator for the ‘answer’ to the task. 
This relates to my own experience of working in an inpatient setting, where 
clients will look to me for the solution to their difficulties, rather than opting for the 
perhaps more unsafe, but potentially empowering position of searching for these 
together. A vital part of feeling I could continue to take risks and offer my ideas 
out to the group was the experience of my very initial thoughts being accepted 
and supported by group members. Drawing from this experience, I now have an 
acute sense of how important it is to validate people’s thoughts and beliefs and 
the role that this can have in fostering open, collaborative relationships with both 
clients and colleagues.
Roles in the group
The role of chair-person was allocated through the process of a vote, following a 
discussion on what it would mean to people to hold this position. Another group 
member volunteered to the position of scribe. These roles were an essential part 
of the development of our group, in terms of both our learning and our interaction 
with each other. The chair provided a structure for the growth of ideas by 
ordering the agenda, offering good time management and by seeking out both 
the consensus and divergence in views held by the group. Minutes taken by the 
scribe facilitated the recapping of sessions from week to week and the structuring 
of action plans. For me, the sense of honesty, self-reflection and openness 
during the role allocation process was an important part of laying down the 
foundations for our future group working. These fundamentals provided for the 
gradual development of bonds between group members, akin to the 
cohesiveness described in the ‘norming’ stage of Tuckman’s (1965) model of 
group development.
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With the position of chair being allocated by a clear group majority, I found myself 
speculating on why I had not been put forward for this. The early mention of 
using role-play within our presentation was an exciting opportunity for me, 
tapping into a personal area of interest in amateur dramatics. On reflection, I 
wonder whether this enthusiasm was also driven by the prospect that role-play 
had in offering me a more clearly defined function within the group, and the safety 
that can come from role definition. Indeed, I noticed that from early on, others 
began to define my position within the group in terms of contributing to the role- 
play. Now, looking back, I have speculated whether my need for self-definition 
was perhaps paralleled by a group need to define its members.
Throughout the task, I experienced the recurrent dilemma of wanting to explore 
ideas freely but feeling anxious of moving too far from the title. I was aware of 
my propensity to be quite vocal within a group and found that I needed to stop 
myself interjecting with ‘so how does that relate to change?’ At the time, I 
reflected on whether this revealed a need for me to adopt a leading role within a 
group, and whether I really was as much of a team player as I had always 
defined myself to be. In thinking back on this, I have been encouraged to 
consider how important it is to me that I adopt a leadership role when I am a 
qualified clinical psychologist.
Group learning
During our work together, we acknowledged as a group how differently individual 
members conceptualised information. Occasionally, this difference would 
become so great that in our discussions it would feel as if we were going around 
in circles, talking about very different things, and failing to fully reconnect with 
each other’s ideas. In order to clarify group understanding, we would regularly 
take stock for five minutes to list the key learning points, and to ask ourselves 
‘what are we saying?’ On reflection, I have drawn similarities between this and 
the use of summarising within the Socratic dialogue: a technique widely used in
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cognitive therapy to explore the meaning of client’s experiences (Wells, 1997). I 
now have a greater appreciation of how summarising and reflecting back can 
facilitate shared understanding with clients, particularly when they hold belief 
systems or are from ethnic backgrounds which are different from my own.
A significant part of moving forward with our work involved dividing into smaller 
groups to complete allocated tasks. In doing this, the diversity within our 
individual learning styles was highlighted; some taking a more piece-meal 
approach and others working more globally. On a personal level, I found myself 
having to plan everything down to the smallest detail, whereas others were happy 
to work with a looser format. On reflection, I can see that my fixed approach to 
learning had the potential to organise but also frustrate other group members.
Towards the end of the task the group reflected that, like me, they had shared the 
initial dilemma of wanting to be exploratory but also feeling the need to 
continually narrow down our ideas. As a group, we wondered whether this 
demonstrated a fear of just sitting with the unknown and seeing where it would 
take us. We recognised how anxiety provoking it can be to remain ‘in the 
process’ and how an important part of doing so is about the group sharing the 
responsibility for learning. Looking back, I can see how this experience prepared 
me for the challenges I now face co-facilitating a therapeutic group which adopts 
Repper and Perkins’ (2003) process-focused recovery model. I am now very 
aware of the extent to which I can be organised by outcomes, and as a result, 
have been much more open to just being in the recovery group. Furthermore, the 
experience of working with the ambiguity of this PBL task has offered me some 
valuable insight into how difficult it might be for service users to face the multiple 
unknowns within their own lives.
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The Presentation
Our presentation explored how the initial encounter with a client is important for 
change, in the way that it provides the opportunity to develop a therapeutic 
relationship. Drawing predominantly from Chadwick’s (2006) person-based 
cognitive therapy, we outlined factors that can contribute to the building of a 
therapeutic relationship and those that can inhibit it. Through the medium of role- 
play, we presented some of Chadwick’s (2006) ‘anti-collaborative modes’; these 
are therapist beliefs about the initial session that can threaten the process of 
relationship building. In contrast, we later enacted an initial session that 
employed aspects of radical collaboration, defined by Chadwick (2006) as a 
supportive and collaborative relationship without any demands from the therapist. 
In doing this, we demonstrated how active listening, supported discovery and a 
commitment to openness can facilitate relationship building. Our research 
indicated that the ideas underpinning this approach are consistent with service 
user perspectives, which endorse the importance of mental health professionals 
being emphatic, flexible and open to diversity (Borg &Kristiansen, 2004).
I have found this approach to be hugely valuable in the context of my clinical 
work with people experiencing severe and enduring mental health problems. In 
Chadwick’s (2006) notion of ‘anti-collaborative modes’, he identifies the 
potentially damaging effects of a therapist’s anxiety that they need to be doing 
therapy, an anxiety that as a first year trainee I have certainly experienced. 
Remaining focused on the person and not my own therapy agenda has been 
essential in building relationship with clients and has helped me to continue 
working within their reality, by remaining open, curious and validating their 
experiences. Thinking critically about Chadwick’s (2006) approach, I would argue 
that true radical collaboration has limited applicability when working with clients 
who are considerably ambivalent toward psychology. In my experience of these 
situations, I have found it necessary to adopt a slightly more directive style than 
implicated by Chadwick (2006).
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Within our role-play, we decided to use a fictional, outer-space character to 
represent the client. We hoped that the use of this well-known TV character 
would avoid touching on any potentially sensitive issues for our audience and 
would open up wider opportunities for humour. As a group, we reflected on the 
potential it had to be interpreted as ‘othering’ the client and of the ethical and 
moral connotations surrounding ‘them and us’ thinking (May, 2001). At the end of 
our presentation we acknowledged this issue and explained our reasons for the 
choice of character. Looking back, I feel ever more supportive of this decision. I 
believe it is important not to shy away from opportunities to use humour when 
exploring mental health issues, as long as it is utilised appropriately and 
sensitively. Indeed, humour has become an important means for building 
relationships with clients at the inpatient hostel where I work.
Summary
In writing this account, I have been offered the opportunity to re-evaluate and re- 
reflect on my first PBL task with four months of experience of clinical training. In 
the process of doing so I have identified the many ways in which my learning 
from the group process and the task itself can be extrapolated to my role as a 
therapist and as a colleague on clinical placement. Writing this account has been 
a challenging process for me. Initially I was unclear as to what I might gain and 
felt much like I did toward the original task. However, having had the opportunity 
to look back on my experience of this exercise and again at my initial reflections 
at the time, I have opened up new understandings of both my personal and 
professional self and of these selves in relation to a group and to an individual 
client. In doing so, I can now finally appreciate what the course team were 
offering us when they set us this task, which at the time seemed so utterly 
confusing.
Academic Dossier: Problem Based Learning Reflective Account I 61
References
Borg, M. & Kristiansen, K. (2004). Recovery oriented professionals: Helping 
relationships in mental health services. Journal o f mental health, 13(5), 493-505.
Chadwick, P. (2006). Person-based cognitive therapy for distressing psychosis. 
Chichester: Wiley.
May, R. (2001). Crossing the “them and us" barriers: an inside perspective on 
user involvement in clinical psychology. Clinical Psychology, 150, 14-18.
Repper, J. & Perkins, R. (2003). Social Inclusion and recovery: A model for 
mental health practice. London: Bailliere Tindall.
Tuckman, B.W. (1965). Developmental sequence in small groups. Psychological 
Bulletin, 63, 384-399.
Wells, A. (1997). Cognitive therapy for anxiety disorders: A practice manual and 
conceptual guide. Chichester: Wiley.
Academic Dossier: Problem Based Learning Reflective Account I 62
Problem Based Learning Reflective Account II
How do we know if lAPT is working?
March 2010 
Year 2
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The Task
The Problem Based Learning (PBL) task was introduced following a brief 
synopsis of the Improving Access to Psychological Therapies (lAPT) programme. 
The lAPT agenda was described as a £173 million Department of Health 
initiative, aiming to support the implementation of psychological therapies for 
working-age people diagnosed with depression and anxiety, as recommended by 
the National Institute for Health and Clinical Excellence (NHS, 2008). We were 
divided into a group of seven trainees; four from the second year and three from 
the third year. Within these groups, we were tasked with preparing a consultancy 
report assessing the effectiveness of the lAPT programme, which we would 
present to our fellow trainees in seven weeks time.
The introduction of the task raised a number of initial anxieties for me. As an un­
facilitated exercise, I was cautious that our group might lack the structure and 
role definition that had been provided by a course staff member in my first year 
PBL task. Furthermore, with the work running independently to teaching and 
other academic demands, I anticipated difficulties in scheduling group meetings. 
These anxieties were combined with a sense of detachment from the task 
content, in which I struggled to relate the learning potential to my imminent 
placement with non-working age children and adolescents.
The Group Process
Initial impressions of the group
From our very first meeting, I was aware that my approach to the members of the 
group and to the task itself was defined largely by the training cohort to which 
individuals belonged. In my mind, I found that I had divided the group in half; 
those in the second year of training and those in the third year. In firmly 
identifying with the former group, I became acutely aware of my developmental 
trajectory on the course and my view of the three third year trainees as infinitely 
more experienced and competent than myself. Consequently, I found myself
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looking towards these trainees for direction and guidance on how we might tackle 
the exercise. Further still, I noticed that in these early stages I offered to take on 
a greater share of the initial preparation for the task; prioritising the third years' 
academic demands over the others. My hierarchically driven perception of the 
group was illuminated when a third year acknowledged that we all faced 
academic pressures and needed to equally divide the workload. Echoed by 
others, this sentiment was pivotal in laying the foundations for a collaborative and 
supportive learning experience.
On reflection, I recognise the parallels between my early approach to the group 
and my past dealings with superiors, such as my undergraduate tutors, 
employers and placement supervisors. Within these interactions, I have tended 
to be strongly organised by both real and perceived status; subjugating my own 
needs in a desire to please others. In recognising this pattern, I have gained a 
greater sense of how important it is to negotiate equal professional relationships; 
a valuable learning point for multidisciplinary working both during and post 
training. Drawing on this experience has also offered me a more critical 
perspective on my therapeutic relationships with young people and the potential I 
have to take on the role of a perceived superior, such as a teacher or parent. I 
am more mindful of the need to talk explicitly with young people about role 
expectations and how clinical psychologists might differ from other adults in their 
system by working more collaboratively.
Roles in the group
The group agreed not to formally allocate the roles of chair-person or scribe and 
that a volunteer would record the minutes for each meeting. At the end of the 
task, we reflected that this decision had signified and maintained an equal 
division of power within the group; emphasising the sharing of knowledge and 
experience without the constraints of role definition. Flowever, on reflection, I am 
cautious about the reality of this shared conceptualisation. Looking back, I have
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realised that one of the third year trainees adopted an emerging position of 
leadership: demonstrated through their increasing role in delegating tasks and 
voicing objections. This role mirrors the clinical leader position that the Division of 
Clinical Psychology (DOR, 2007) is increasingly encouraging applied 
psychologists to adopt within services. The DOR (2007) defines leadership in 
terms of a practitioner’s ability to improve outcomes for clients and ensure good 
practice, regardless of their designation or managerial position. Drawing from our 
RBL experience, I have a greater appreciation of how clinical leadership can 
facilitate group development and the need for psychologists to embrace this as 
part of their professional identity. More specifically, I hope to begin actively 
pursuing leadership opportunities on placement, for example, by opting to chair 
multi-agency network meetings.
In past academic settings, I have often been first to adopt the position of scribe. I 
had previously attributed this to a role-familiarity, after being frequently 
volunteered for the position on account of my neat handwriting. However, in our 
RBL group, I was surprised to discover a strong discomfort in others offering to 
take minutes. On reflection, I have wondered whether this sense of unease was 
linked to my own attachment to the role of scribe, underpinned by a need for 
clear role-definition in a group context. This experience has heightened my 
awareness of how rigidly I can approach the position of co-facilitator in a group 
therapy context and the need to work more flexibly and responsively, particularly 
when trying to engage young people.
My input to the group was largely defined by my interest in amateur dramatics; 
demonstrated by my investment in script writing for the role-plays. Thinking 
critically, I have speculated whether my strong identification with this creative task 
may have been experienced by others as over-powering. On reflection, I suspect 
that my eagerness to work predominantly on the role-plays was inflated by my 
anxiety about the alternative and less familiar task of formal presentation. The
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ability to succinctly communicate psychological theory and research is an 
essential part of our professional practice (British Psychological Society, 2006). 
As such, improving my skills in formal presentation is one of my particular 
learning needs and is an area I hope to actively develop, for example, when 
contributing to next PBL task.
Group learning
As a group, we reflected on how task-oriented we had been from the outset. In 
the very first meeting, we had quickly selected a topic that the majority of the 
group knew very little about: lAPT outcome measures. This decision was guided 
by a group member’s previous research on an lAPT service. We held a group 
consensus that this immediate narrowing-down process had been borne out of a 
mutual understanding of the task and an appreciation of time-constraints. 
However, drawing on Mason’s (1993) framework for therapeutic practice, I 
wonder whether our group might have limited the potential for further learning by 
avoiding a position of uncertainty, presented by the multitude of possible 
approaches to the task. The dilemma we faced in the early stages of this 
exercise reflects the challenges of engaging in clinical work when on a time- 
limited, six-month placement. In my current setting, I have learned the 
importance of gaining a deeper understanding of families’ difficulties by staying 
with a reiterative process of reformulation and resisting the urge to rush into an 
intervention.
Towards the end of our work, we recognised that openly sharing our experiences 
and knowledge had been pivotal to the group learning process. At the beginning 
of every meeting, we allowed fifteen minutes for feeding back on individual tasks, 
discussing new ideas and reflecting on past practice. On the one hand, this 
forum highlighted the variety and richness of the different experiences held within 
the group. On the other, it was a space in which to share similarities and seek 
support from those at the same level of training and those further along.
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Reflecting on this experience, I have a greater appreciation of the learning that 
can be fostered from models of collaborative peer supervision which focus on 
developing open working relationships; similar to the approach used by 
Thomasgard and Collins (2003) in child and family mental health. My enhanced 
enthusiasm for this approach has encouraged me to engage in greater 
opportunities to share learning experiences with a fellow trainee on my child 
placement.
The Presentation
The lAPT Outcomes Tool Kit advocates the use of key measures to evaluate 
progress across four domains: health and wellbeing, inclusion, choice and 
access, and patient experience (NHS, 2008). Regular collection of outcome data 
is considered an essential part of lAPT services, ensuring that the appropriate 
care is provided to the right people and improving overall client experience (NHS, 
2008). Through presentation and role-play, our group explored the value of these 
measures for a range of different stakeholders; these included a general 
practitioner, a service manager, a clinical psychologist, an lAPT trained therapist 
and an individual accessing services.
Upon entering into this task, I was very cognisant of the negative group attitude 
toward the lAPT outcome tools, particularly those measuring health and well­
being. These brief, quantitative self-reports were viewed as failing to capture 
more meaningful aspects of client progress, outside of symptom change. This 
critique was grounded in our clinical experience of clients who, in the process of 
making therapeutic gains, may temporarily report greater levels of distress as 
they begin to actively confront their difficulties. Furthermore, our group felt that 
these measures ignored important systemic changes by focusing on individual 
symptom change, a critique that feels ever more important in the context of my 
current work with children and their families.
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In the process of undertaking this task, the group was provided with an 
opportunity to look beyond these initial negative perceptions. We came to 
acknowledge the value of having clearly defined procedures for service 
evaluation, as advocated by the lAPT programme. In particular, we speculated 
that routine measures of well-being and satisfaction might empower clients, by 
providing them with a vehicle in which to raise concerns and offer feedback. In 
line with this, Robert et al. (2003) highlight how services can benefit from client 
feedback, through gaining new ideas and alternative perspectives. Having now 
had experience of working in a Child and Adolescent Mental Health Team lacking 
in client-led service evaluation, I have a greater appreciation of lAPT services 
that strive to actively seek feedback and make improvement.
On reflection, I see that engaging with this learning exercise has offered me a 
greater capacity to think critically about the use of lAPT outcome measures. In 
acknowledging both the challenges and advantages of the tool kit, our group 
were better enabled to generate ideas for our consultancy report. For example, 
considering how lAPT measures might be combined with more qualitative-based 
measures of change, such as Elliot et al. (1994) methods for analysing significant 
process moments in therapy. In terms of my own professional learning, the 
exercise has provided me with an insight into the use of lAPT outcome measures 
and how the principles of evaluation are applicable to client groups outside adult 
working age; children and families for example.
Summary
Writing this reflective account has allowed me to re-connect with a group learning 
experience that began almost six months ago and reconsider some of my initial 
thoughts at the time. In this process, I have engaged with new understandings of 
the group, the exercise and myself; all of which have implications for my current 
and future clinical practice. When looking back at my initial anxieties about the 
PBL task, I can now appreciate the learning potential offered to us. By being
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independent and un-facilitated, the exercise required us to work jointly, flexibly 
and responsibly: valuable skills which are transferable across clinical settings. 
Furthermore, in undertaking this reflective writing, I have been more able to 
embed my learning within the context of my current clinical work. In this way, I 
now feel more connected with some of the issues presented by the lAPT 
programme and how I might position myself in relation to these, both as a trainee 
clinical psychologist and at post-qualification.
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Personal and Professional Learning Discussion Group Process 
Account I
Summary
September 2009 
Year 1
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Account I
In writing this reflective account, I present my experience of our first year 
Personal and Professional Learning Discussion group (PPLDG), with a view to 
capturing how my learning from the group facilitated my professional 
development within an NHS context.
Our PPLDG comprised of eight trainees and one facilitator from the course team. 
We met on a fortnightly basis to discuss clinical cases, professional issues and 
any concerns arising from our adult mental health placements. This work was 
instrumental in developing my abilities to communicate within multidisciplinary 
teams and in reconnecting me with ideas developed earlier in training.
In thinking about the development of the group, I have drawn from Yalom and 
Leszcz’s (2005) work on group psychotherapy and Tuckman’s (1965) model of 
group formation to explore four themes: group cohesion, ‘feeding-in’, risk-taking 
and conflict. By looking back on the group process, I have a greater sense of 
how important it is to create supportive environments in which clients can take 
risks and disclose personal information. In revisiting my role within the group, I 
have reflected on my holistic and creative contributions and how they may have 
both helped and hindered the group performance.
By undertaking this task I have opened up new understandings of myself, the 
group and of both of these in relation to my clinical practice. As I start my second 
year, I am grateful that the timing of this task has helped me to identify further 
learning needs in preparation for my next stage of training.
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Account I
Personal and Professional Learning Discussion Group Process 
Account II
Summary
July 2010 
Year 2
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Account II
In writing this assignment, I present my narrative of our second year Personal 
and Professional Learning Discussion Group (PPLDG). In doing this, I 
demonstrate how my learning from the group experience has shaped my clinical 
practice within the National Health Service (NHS).
Drawing from the literature on group supervision, I explore our facilitator’s role- 
transition from ‘master’ to ‘mentor’ over the year. I consider how her earlier 
approach facilitated a structured learning environment, whereas, the latter 
fostered a close group bond. Reflecting on our facilitator’s contribution offered me 
an insight into my developing professional identity: the type of supervisor I hope 
to become, the leader I aspire to be and the psychologist I hope to develop into.
Thinking about my contribution to the group, I am now more aware of needing to 
overcome my tendencies to be organised by perceived hierarchies and to doubt 
my own abilities. Furthermore, I have realised the importance of identifying, 
understanding and responding to difficult feelings I may hold for clients and 
colleagues.
I have drawn from Proctor and Inskipp’s (2001) work on group development, to 
describe our transition from ‘supervision in the group’ to ‘supervision by the 
group’. This meant that our group began to recognise the learning potential 
within one another and to take shared responsibility for our attainment of 
knowledge. Three components critical to the group’s transition are discussed: 
‘round-robins’, genograms and reading seminars.
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Account II
Clinical Dossier
Clinical Dossier 76
Overview of Clinical Placements
Clinical Dossier: Overview of Clinical Placements 77
Adult Mental Health
Setting: The placement was divided between a Rehabilitation & Recovery Team 
and a Community Mental health Team (CMHT).
Clients: I worked with clients from 20 to 75 years old. Presenting difficulties 
included: psychosis, obsessive-compulsive disorder, general anxiety disorder, 
health anxiety, depression, panic and agoraphobia.
Type of work: I undertook initial CMHT assessments, psychology assessments 
and two cognitive assessments. My one-to-one therapy work consisted of 
cognitive behavioural therapy (CBT) and integrative approaches (e.g. 
mindfulness and narrative techniques). I led staff consultation sessions and also 
co-facilitated recovery groups with clients at an all female inpatient hostel.
Service evaluation: I completed an evaluation exploring staff perspectives on 
the implementation of the recovery approach.
Teaching and presentations: I presented findings of my service evaluation 
project to the multidisciplinary team. I also presented a paper on the recovery 
approach to inpatient staff.
Child and Adolescent Mental Health
Setting: The placement was divided across a Tier 3 Child and Adolescent 
Mental Health Team (CAMHS) and a Youth Offending Team (YOT).
Clients: I worked with young people from the age of 5 to 17. Clients presented 
with difficulties including: low mood, specific phobias, behavioural difficulties, 
social anxiety and in the context of severe language delay and offending 
behaviour.
Type of work: My assessment work included initial CAMHS assessments, school 
observations, neuropsychological testing and brief psychological screening for 
young people joining the YOT. In terms of therapy, I undertook both one-to-one 
and joint work with young people and their parents using CBT, behavioural 
therapy and parenting techniques. I also co-facilitated ‘Living Well’ workshops for 
clients at the YOT.
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Teaching and presentations: I presented a clinical case on vomit phobia to 
clinical psychologists from young peoples’ services in the local borough.
Older Adult Mental Health
Setting: A Community Mental Health Team for Older Adults 
Clients: I worked with clients aged 60 to 90 years old presenting with difficulties 
including; panic, depression, health anxiety, fear of swallowing and behaviours 
described as ‘challenging’. I also worked with clients diagnosed with dementia, 
Parkinson’s disease and with severe hearing impairment.
Type o f work: In addition to initial CMHT and psychology assessments, I 
completed extensive neuropsychological testing and undertook behavioural 
observations at care-homes. My intervention work involved CBT with clients and 
their spouses and sessions with care-home staff around formulation, behavioural 
strategies for working with residents and the introduction of validation techniques. 
Teaching and presentations: I delivered teaching to nursing staff on how to use 
a brief cognitive screening measure. I presented a paper on a challenging 
behaviour model during a district-wide older adult psychology meeting.
Learning Disability (placement still in progress)
Setting: A Psychology and Challenging Needs Service for People with Learning 
Disabilities
Clients: I have been involved in work with clients aged from 20 to 49 years old, 
with mild through to severe learning disabilities. This has included a range of 
diagnoses, such as Down’s syndrome, Asperger’s Syndrome and Cerebral Palsy. 
Clients have presented with difficulties including; agoraphobia, alcohol 
dependence, low self-esteem, aggressive behaviour and anger management 
(planned).
Type o f work: My work has involved extended psychology assessments, 
multidisciplinary risk assessments, and a functional analysis assessment. I have 
completed a systemic consultation with staff in a supported living setting and
Clinical Dossier: Overview of Clinical Placements 79
have undertaken individual work drawing on CBT, attachment and systemic 
ideas. I am also a member of the Family Therapy reflecting team. Learning 
disability and dementia assessments using neuropsychological tests and daily 
functioning tools have been planned.
Teaching and presentations: I gave a presentation on trauma and sexual abuse 
during a multidisciplinary team business meeting. I also co-facilitated a 
discussion session on the use of outcome measures during a family therapy team 
meeting.
Specialist Placement (placement still in progress)
Setting: A Paediatric Psychology Service
Clients; Clients have ranged from 3 to 15 years old and have presented with 
difficulties in the context of facial and body disfigurement, leg amputation, day­
time wetting, conversion disorder, low self-esteem, low mood, spinal muscular 
atrophy, parental cancer and childhood obesity (planned).
Type o f work; My work has taken place across both inpatient and outpatient 
settings and has involved one-to-one work with children and their parents, 
drawing on techniques from CBT, narrative therapy and behavioural therapy. I 
have also been involved in multidisciplinary interventions; working alongside 
dieticians, physiotherapists and play therapists. In addition, I have undertaken 
cognitive assessments with a view to addressing the learning needs of children at 
school.
Teaching and presentations; I presented my work with a boy diagnosed with 
conversion disorder to members of the Paediatric Psychology Service.
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Summary of Adult Mental Health Case Report I
Adopting a cognitive-behavioural approach to an Asian woman in her early 
thirties presenting with physical pain and complex mental health difficulties
April 2009 
Year 1
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Ms Fatima Batool is an Asian woman in her early thirties who currently lives in a 
hospital hostel, under the care of a rehabilitation and recovery service. Fatima 
described painful physical sensations that she believes have been caused by 
anti-psychotic medication taken five years ago. The fixed nature of this belief 
means that Fatima continues to see alternative medication as the solution and 
remains ambivalent towards psychological work.
The initial formulation drew from Morrison's (2001) cognitive approach to 
psychosis, based on models of interpretation and intrusions in anxiety. Guided 
by this, the aim of the intervention was to draw on cognitive-behavioural 
techniques for anxiety and psychosis; however, Fatima was reluctant to engage 
in this work.
Fatima's difficulties were subsequently reformulated within the Zones of Proximal 
Development framework, as adapted by Chadwick (2006) in his Person Based 
Cognitive Therapy (PBCT) for distressing psychosis. The subsequent 
intervention was guided by a PBCT approach, with a focus on developing the 
therapeutic relationship in addition to mindfulness training and work on schemata.
This is an on-going piece of work. Outcome measures will be mostly 
observational and will focus on changes in Fatima’s engagement with hostel 
activities and how she relates to others. It is hoped the Working Alliance 
Inventory (Horvath & Greenberg, 1989) will be used as a measure of therapeutic 
relationship, although Fatima has not engaged with this as yet.
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Summary of Adult Mental Health Case Report II
Cognitive behavioural therapy with a British woman in her mid twenties 
presenting with depression
September 2009 
Year 1
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Hannah is a white-British woman in her mid twenties, whose first language is 
English. Her General Practitioner, with a view to seeking further help in managing 
her depression, referred her to the community mental health team.
The initial formulation was based upon Beck’s cognitive model of depression 
(cited in Beck, 1995) and was developed collaboratively with Hannah. Following 
the initial assessment and formulation, my supervisor and I agreed on CBT as the 
preferred therapy model. The rationale for using CBT was on account of the 
strong evidence base for its efficacy in treating depression (Hollon et al., 2002).
The intervention was informed by Beck’s (1995) approach to cognitive therapy 
and guided by Leahy &Holland’s (2000) CBT treatment plan for depression. The 
work covered three main components of CBT: behavioural change, responding to 
automatic thoughts and the modification of core-beliefs.
On measures of depression severity (PH0-9 and BDI-II) Hannah’s presentation 
changed from moderately severe to mild. Her scores on the BAI-II were 
subclinical throughout therapy.
Over the course of our sessions, Hannah revealed information about her earlier 
experiences that strengthened our initial formulation. In view of Hannah’s 
progress, my supervisor and I agreed to discharge her back to the care of her 
GP. However, we suggested that her GP make a referral to psychodynamic 
therapy to further explore unresolved issues from her childhood.
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Summary of Child and Adolescent Mental Health Case Report
The neuropsychological assessment of a thirteen year old boy presenting with
behavioural difficulties at school
April 2010 
Year 2
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Liam is a thirteen year old boy, from a white-British ethnic background, whose 
first language is English. At the time of the referral, Liam was under the care of a 
local Child and Adolescent Mental Health service (CAMHS), in the context of 
parental mental health difficulties. He was referred for neuropsychological 
assessment by his CAMHS key worker, following teachers’ reports of disruptive 
behaviour at school. Both Liam’s teachers and parents suspected that these 
behaviours were related to underlying cognitive difficulties. It was hoped that a 
neuropsychological assessment would explore Liam’s cognitive functioning and 
establish a profile of strengths and weaknesses to guide school interventions and 
on-going family work with CAMHS.
Liam described difficulties following instructions in class and remembering what 
he had been taught in lessons. Liam’s mother and school teachers both 
expressed similar concerns, which were primarily around his attention and 
memory.
A comprehensive neuropsychological battery was selected to explore three 
hypotheses regarding Liam’s behaviour: 1) difficulties in attention, 2) difficulties 
with memory and learning and 3) mood-related difficulties.
Taken together, the quantitative and qualitative findings indicated a 
neuropsychological profile most consistent with the second hypothesis. More 
specifically, the results indicated poor abilities in Liam’s explicit memory for visual 
information and his working memory.
On account of the neuropsychological assessment, a number of 
recommendations were made in order to support Liam’s learning at school and 
facilitate the parenting work with his family.
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Summary of Oral Case Report
My struggle with a client’s passive approach to Cognitive Behavioural Therapy 
within an older adult mental health setting
October 2010 
Year 2
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I entered clinical psychology training with a strong sense of being an ‘imposter’, 
having had only minimal clinical experience; very little of which involved therapy 
work. My first year and a half of training was characterised by my tendency 
towards self-doubt as a therapist; further enhanced by my experience of working 
in very challenging services, i.e. rehabilitation and recovery and youth offending. 
My propensity to internalise therapy failures and to believe that I was not ‘doing’ 
enough caused me to dominate in sessions in order to get the work ‘done’; thus 
weakening the collaborative nature of my approach. My work with Bill, during my 
placement at a Community Mental Health Team for Older Adults, provided me 
with an opportunity to develop my confidence in delivering therapy.
Bill is a 76 year old gentleman, from a white-British background, whose first 
language is English. He was referred to psychology for increasing anxiety and 
low mood since he collapsed two years ago. In our initial sessions. Bill adopted 
an extremely passive approach; characterised by a tendency to give brief or 
seemingly acquiescing answers, a reluctance to undertake therapy tasks and an 
avoidance of decision-making. Through a process of formulation that explored a 
range of contextual, systemic and relational factors, I was able to develop an 
understanding of Bill’s passive approach. Dallos & Stedmon’s (2006) systemic 
framework for exploring problem-maintaining patterns was particularly useful in 
helping me to identify the role of my therapy-related thoughts and feelings in 
maintaining his passive behaviour. Guided by my formulation, I engaged in a 
process of facilitating his active involvement in therapy by exploring his reasons 
for seeking help, monitoring my countertransference and improving my 
collaborative approach e.g. by developing my skills in Socratic questioning.
Through my work with Bill, I learnt how to respond more appropriately to my 
beliefs about ‘doing’ therapy. I now recognise the importance of understanding 
therapy difficulties via formulation instead of through internal attributions of 
failure. In supporting Bill to become more autonomous during our sessions, I
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have developed a greater appreciation of the therapeutic process. I expect that 
being more attuned to process issues will be particularly valuable in my next 
placement working in a learning disabilities setting where there is an emphasis on 
promoting client autonomy within interactions with health professionals.
Encrypted transmission of audio material was not permitted by the NHS Trust 
where this work took place. Therefore, I was unable to present an audio 
recording or written transcription of my clinical activity. I provided the panel with a 
verbal description of two therapy moments that demonstrated the development of 
my therapeutic skills and Bill’s transition to greater autonomy.
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Summary of Learning Disability Case Report
A systemic consultation with a staff team supporting a woman in her early fifties 
with Down's syndrome and a learning disability
May 2011 
Years
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Caroline is a white British woman in her early fifties with Down’s syndrome and a 
learning disability. She was referred to our psychology service in relation to the 
wearing of ‘excessive’ amounts of incontinence pads, sanitary towels and up to 3- 
4 rolls of toilet paper. The staff supporting Caroline at home requested help in 
managing this behaviour.
The staff team were offered a systemic consultation with myself and an Assistant 
Psychologist; consisting of three 1 % hour sessions, for conducting interviews, 
followed by a feedback session. Throughout this work, an evolving hypothesis 
emerged of Caroline’s use of pads as an expression of her security and means to 
independence. Using Carr (2006), the over-arching formulation explored the 
behaviours, beliefs and contextual factors maintaining staff’s concerns about 
Caroline’s pad-wearing. A set of recommendations were subsequently developed 
aimed at reducing the physical health consequences of wearing the pads and 
increasing Caroline’s autonomy. Unfortunately the feedback session was re­
scheduled by staff and so these ideas could not yet be discussed.
As an on-going piece of work the outcome remains unknown. However, staff had 
started to consider more person-centred ways of supporting Caroline, by 
respecting her wish to wear pads. Since the re-scheduling of the feedback 
session Caroline has been re-housed. It was hypothesised that this unexpected 
transition might enhance Caroline’s need for control over her pad-wearing. It was 
decided that this would be considered further in the feedback session with staff.
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Service Related Research Project (SRRR)
Staff perspectives on the degree to which recovery is implemented within an
inpatient rehabilitation setting
July 2009 
Year 1
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Abstract
Title: Staff perspectives on the degree to which recovery is implemented within 
an inpatient rehabilitation setting.
Objective: The study aimed to identify those recovery areas in which staff 
believe a high level of service is provided and likewise, those areas where 
improvements might be made and how they might be implemented.
Design: A questionnaire with fixed-choice rating scales, additional comments 
and open-ended questions was used to elicit staff perceptions.
Setting: An NHS rehabilitation and recovery team, providing 24-hour hospital 
care for one all-male and one all-female inpatient hostel in the community. 
Participants: 20 hostel staff; 10 working at the all-female hostel and 10 working 
at the all-male hostel.
Outcome measures: Staff ratings from both hostels were combined and 
examined using descriptive statistics. A thematic analysis was conducted on the 
qualitative data.
Results: Overall, staff rated the majority of the recovery areas as being 
addressed to a high level, particularly in respect to providing refreshments, 
welcoming residents and promoting skills. However, the study identified some 
less well implemented areas, which were the provision of information and the 
involvement of residents in risk assessment and care planning. Two of the 
themes that emerged for improving recovery practice were the consolidation of 
recovery training and motivational skills.
Conclusions: Overall, staff perceived themselves to be implementing principles 
of recovery-oriented care to a high level; however, there were some aspects of 
this approach not consistently addressed. Implications of these findings for the 
service and recommendations for further research were discussed.
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Introduction
The recovery approach aims to support service users in living a life that is 
meaningful and satisfying with or without their mental health difficulties (Shepherd 
et al., 2008). It is an approach that focuses on the person as a whole; on their 
abilities, coping skills and hopes for the future (May, 2004). Recovery principles 
are being increasingly supported within national policy for all NHS staff (NIMHE, 
2004). Implementing these principles has required an adjustment in the role of 
the mental health professional, moving from the position of being the expert to 
one of a coach or trainer (Shepherd et al., 2008).
There has been increasing focus on how to assist the recovery-oriented practice 
of mental health professionals, with specific guidelines written to inform 
performance standards (Slade, 2009). Recovery-based training programs are 
being implemented across services and have led to positive changes in staff 
practice (Slade et al., 2009) and staff beliefs (Crowe et al., 2006). Shepherd,
2007 (as cited in Shepherd et al., 2008) set out individual recovery competencies 
in terms of reflective practices, whereby professionals are encouraged to 
contemplate on whether interactions with clients were embedded within a 
recovery framework. Reflective practices have been advocated as a helpful way 
of making practice-theory links within clinical work (Bennett-Levy, 2003).
Despite the increasing emphasis on developing recovery practice, there remains 
little empirical research to evaluate recovery adherence within mental health 
services (Slade, 2009). Fidelity tools designed for this purpose have been 
developed within the UK, for example, the Developing Recovery Enhancing 
Environments Measure (DREEM); however, this is without any established 
psychometric credibility (Dinnis et a!., 2007).
The rehabilitation and recovery service evaluated in this study is within one of the 
NHS trusts in England implementing the recovery approach. The service
Research Dossier: Service Related Research Project (SRRP) 97
supports individuals with severe and enduring mental health problems and offers 
24-hour hospital hostel accommodation in the community. Support and recovery 
workers, mental health nurses and managers staff the hostels. In the last two 
years, the rehabilitation and recovery service has adopted the recovery approach 
by moving away from traditional psychiatric care to a social model of personal 
recovery and inclusion. Many of the hostel staff have undertaken a five-day 
recovery training course, run by the local Trust. Reflective practice groups run 
with staff have facilitated the implementation of these recovery principles. Led by 
psychologists within the service, these groups provide a space for staff to make 
ongoing theory-practice links and reflect on their experiences of embedding 
recovery ideas in their work.
Hostel residents^ are currently in the process of evaluating whether staff practices 
are consistent with recovery principles. Therefore, it seems both timely and 
significant to undertake a staff assessment of the recovery-orientation of this 
service, in order to contribute to its on-going development.
Aims
The study aims to examine staff perspectives on the recovery-orientation of a 
rehabilitation and recovery service. In particular, this study will focus on:
• Exploring staff perceptions of the extent to which they are individually 
employing recovery principles at the hostels, with a view to highlighting 
areas addressed well and areas where development may be required.
• Gathering staff recommendations for improving the implementation of the 
recovery approach; and from this, identify ways in which the team’s 
psychologists can further facilitate reflective practice groups.
 ^ The descriptor ‘residents’ will be used to refer to individuals currently living in the 
hostels. This is the term that has been adopted by the service in which the research is 
taking place.
Research Dossier: Service Related Research Project (SRRP) 98
Method
Participants
Twenty five staff members working across two inpatient hostels were invited to 
take part in the study; however, only 20 were available during the period of data 
collection. Twelve staff members were female and 8 were male; with 
occupations ranging from recovery and support workers to mental health nurses 
and hostel managers. Half of the participants worked in a hostel for all female 
residents and half worked in a hostel for all male residents. In order to preserve 
anonymity no further demographic data was collected.
Measures
A staff questionnaire was devised by the author and clinical psychologist in the 
rehabilitation and recovery service (see Appendix 1). Questions were adapted 
from a recovery-focused questionnaire developed by clinicians within the Trust 
for use with residents at the same inpatient hostels. The development of the 
original tool followed from the guidance of an inpatient, service user focus group. 
An initial pilot study was conducted with a staff member in the service, using the 
modified questionnaire.
The 37-item questionnaire addressed a range of recovery principles, which the 
author has grouped into 11 areas:
1. Coming into the home
2. Talking about worries and concerns
3. Peer support
4. Support in the recovery journey
5. Activities
6. Safety
7. Giving information
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8. Availability of refreshments
9. Residents’ involvement
10. Overall ratings
11. Hopefulness
Response alternatives were in keeping with the design of the original 
questionnaire. Twenty seven items consisted of fixed-choice scales, with anchor 
points: ‘yes, definitely’; ‘yes to some extent’; ‘only a bit’ and ‘no’. Three of the 
items on ‘safety’, ‘overall care’ and ‘hopefulness’ adopted variations of the forced- 
choice scales, in terms of both wording and number of anchor points (refer to 
Appendix 1). Seven items used a binary scale of ‘yes’ or ‘no’. Open-ended 
comments were invited throughout.
Open-ended questions were added to gather suggestions for how the 
implementation of recovery can be improved at an individual and hostel level.
Procedure
Questionnaires were completed within the format of a structured interview. Staff 
were informed about the research by hostel managers and via posters (see 
Appendix 2). Individual interviews were conducted on the hostel premises and 
lasted between 20 and 45 minutes. Prior to the interviews, staff members were 
given an information sheet informing them of the purpose of the study and 
ensuring confidentiality and anonymity (see Appendix 3). Consent was assumed 
on the basis of their agreeing to continue.
Ethical approval
As a service-evaluation this project did not require scrutiny by the trust’s ethical 
committee.
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Analysis & Results 
Data analysis
To discount the possibility that staff ratings from the all-female hostel might 
significantly differ from the all-male hostel, a series of statistical analyses were 
undertaken using SPSS version 16.0 for Windows (see Appendix 4 for analysis 
results). With the raw data indicating a positive skew, a Kolmogorov-Smirnoff 
test was performed to assess normality of distribution for the continuous data (for 
all items p<0.05). With the assumption of normality violated, a Mann-Whitney U 
test was conducted, which indicated that staff ratings at the two hostels did not 
significantly differ (for all items p>0.05). Likewise, Pearson’s chi-square and 
Fisher’s exact tests for the categorical data indicated no differences (for all items 
p>0.05). As a result, the quantitative data was combined before being analysed 
using descriptive statistics.
All open-ended comments were analysed using the thematic analysis procedures 
outlined by Braun and Clarke (2006). Thematic analysis was selected over other 
qualitative methods because it can capture meaningful patterns within data that is 
likely to be reasonably specific and brief (Blackburn et a!., 2009).
Fixed-choice questionnaire items
For results in full please refer to Tables 1 to 6 below^. On the whole, staff rated 
themselves as implementing the majority of the recovery principles in the 
questionnaire to a high level. Most staff members were in agreement that they 
helped residents on coming into the hostel, offered chances to talk through 
worries and concerns and promoted opportunities for peer support. Similarly, staff 
agreed that they supported residents in their recovery journey and that hostel
 ^The author has grouped findings into six tables; some of which group the ‘recovery’ 
areas according to response criteria.
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activities on offer were sufficient and relevant. Two highly rated items included 
welcoming residents and promoting skills, with 95% of staff in concurrence that 
these areas were well implemented (See Table 1). Across all of the items, the 
availability of refreshments was rated most consistently, with 100% of staff 
agreeing that drinks and snacks were made available to residents at all times 
(see Table 2).
More varied opinions were expressed in regard to the provision of information 
(see Table 3). 50% of staff responded that they did not provide residents with 
information on diagnosis or the trust’s Patient Advice and Liaison Service; this 
was the least addressed area. Similarly, certain aspects of residents involvement 
in their care were only implemented to a limited extent, with 26% and 16% of staff 
not considering residents to be involved in their risk assessments and care plans 
respectively (see Table 4).
Overall, 95% of staff viewed hostel care as ‘excellent’ or ‘very good’ and the 
remaining 5% as ‘good’ (see Table 5). All respondents agreed that hostel care 
had reduced residents’ problems and that since being at the hostel, residents 
were more hopeful about the future (see Table 6).
Table 1. Staff ratings for areas 1 to  6
Response (frequency)
n
Yes
definitely
Yes to 
some 
extent
Only 
a bit No
1. Coming into the home
Welcoming residents 20 19 1 0 0
Settling residents in 20 18 2 0 0
Explaining what happens 20 17 2 1 0
Explaining what to expect 20 18 2 0 0
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2. Talking about worries and concerns
Providing a listening ear 20 18 2 0 0
Consoling/comforting residents 20 15 5 0 0
Talking about being an inpatient 20 18 2 0 0
Discussing what led residents to come here 20 16 3 1 0
Reflecting on triggers to their problems 20 11 8 1 0
3. Peer support
Meeting people who have recovered 20 11 6 3 0
Sharing similar experiences with others 20 13 6 1 0
4. Support in recovery journey
Telling residents that most people recover 19 17 2 0 0
Helping residents in their recovery 19 16 2 1 0
Helping residents plan their own recovery 19 11 8 0 0
Promoting residents' skills & abilities 20 19 1 0 0
Encouraging residents to think about 
ambitions 20 16 3 1 0
Discussing how residents will carry on 
recovery 20 15 3 1 1
5. Activities
Enough activities on the wards 20 18 2 0 0
Useful and relevant activities 20 17 3 0 0
n Never Occasionally Often
Most 
of the 
time
6. Safety
Residents might feel unsafe on the 
ward ^ 7 12 0 1
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Table 2. Staff ratings for area 8
Response (frequency)
n Yes No
8. Availability of refreshments
Snacks or drinks made available during the day 20 20 0
Snacks or drinks made available during the night 20 20 0
Table 3. Staff ratings for area 7
Response (frequency)
n
Yes
definitely
Yes to 
some 
extent
Only a 
bit No
y.Giving information
On diagnosis 20 4 3 3 10
On treatment 20 8 3 4 5
On side effects of medication 20 7 4 3 6
On different treatment and help 20 8 4 3 5
On rights, if under a section 20 13 0 1 6
n Yes No
On Patient Advice and Liaison Service 20 10 10
On Advocacy 20 13 7
On how to make a complaint 20 17 3
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Table 4. Staff ratings for area 9
Responses (frequency)
n
Yes to 
Yes some 
definitely extent
Only a 
bit No
9. Residents' Involvement
Involvement in decisions about 
treatment/care 20 12 6 1 1
Involvement in risk assessment 19 11 3 0 5
n Yes No
Involvement in care plan 19 16 3
Table 5. Staff ratings for area 10
Responses (frequency)
n
Very
Excellent Good Good Fair Poor
Very
Poor
10. Overall Ratings
Overall rating of the care 
provided 10 9 1 0 0 0
Yes to 
Yes some 
n definitely extent
Only a 
bit No
Care has reduced residents’ 
difficulties 20 16 4 0 0
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Table 6. Staff ratings fo r area 11
Responses (frequency)
Much 
more 
n hopeful
A bit 
more 
hopeful
The
same
A bit 
less 
hopeful
Much
less
hopeful
11. Hopefulness
How hopeful residents 
are since being on the 
ward
20 11 9 0 0 0
Open-ended comments
Thematic analysis generated four themes exploring staff recommendations for 
how recovery principles can be better implemented on both an individual and 
hostel level. There was considerable overlap between themes emerging from the 
two open-ended questions and so these were combined. Only two of the themes 
most salient to the study’s aims will be discussed; however, all themes will be fed 
back to the service as part of an extended report (see Appendix 5 for other 
themes). Themes generated from the additional comments section are not 
included in this report but will be fed back to the service.
Theme 1 : Consolidation o f recovery training
There was a general consensus amongst staff that further training would facilitate 
the implementation of the recovery approach. It was expected that training would 
come from experts within the field; however, two staff members identified this as 
within the remit of psychologists in the service. Staff recognised a need for 
further exploration of the meaning of recovery and greater facilitation of theory- 
practice links.
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Most know the word recovery but they don’t know what is meant - don’t 
know what they are supposed to be doing. More in-depth training -  we 
only know at the surface level. What is this recovery? ('Staff member 3)
•
Theme 2: Motivational skills
For many staff, attempts to practice in a recovery-focused way felt challenged by 
residents’ low levels of motivation and willingness to engage. It was generally 
considered that enhancing motivation; either by learning skills themselves or 
through psychological input, would better equip staff to support residents in their 
recovery.
Helpful if  clients wanted to help themselves -  it would help us to help 
them. We can’t force them... Communicate with psychologists and see if  
they could help meet one-to-one with clients to help them...be more active. 
(Staff member 4)
Discussion
The majority of staff considered themselves to be addressing the recovery 
principles presented in the questionnaire to a high level. A general trend for staff 
to rate service effectiveness highly is consistent with research evaluating the 
recovery-orientation of a rehabilitation service (Dinnis et al., 2007).
Despite high levels of agreement from staff, there were marked areas in which 
recovery practices were less well implemented; namely around giving information 
and residents’ involvement. Thematic analysis highlighted an ambiguity in what 
staff understand by recovery-oriented care and identified a shared need for a 
deeper understanding of the approach. These findings are commensurate with 
current literature that recognises the debate surrounding what it means to ‘do’ 
recovery (Slade & Hayward, 2009). A second theme emerged around the
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facilitation of residents’ motivation; which is consistent with the growing emphasis 
on managing negative symptoms (Rector, Beck & Stolar, 2005).
Limitations
There were a number of limitations in relation to the measure used in this study. 
The questionnaire only focused on aspects of the recovery approach that were 
raised in the original service user focus group. As such, many key recovery 
principles were not addressed, for example, stigma, spirituality and culture 
(Repper & Perkins, 2003). Moreover, there was an assumption that the focus 
group’s vision of recovery was shared by the hostel staff. The conclusions 
drawn from this study are therefore limited to a narrow definition of recovery- 
oriented care; however, as a user-led methodology, the questionnaire stays true 
to the recovery-philosophy.
By predominantly using a fixed-choice response scale with no neutral anchor 
point, staff were forced to take either a favourable or unfavourable position. This 
led to missing data for one staff member who was undecided on 5 items. 
Additionally, some of the anchor points had imprecise meanings; for example,
‘yes to some extent’ and ‘only a bit’. With the risk of middle anchor points leading 
to consistently neutral ratings (Barker et al., 2002), future uses of the 
questionnaire should prioritise greater differentiation of the response alternatives.
A more substantial limitation was the possible impact of a social desirability bias, 
which is common in research that uses self-report methodology (Barker et al., 
2002). Staff may have answered in a way that reflected the service in a positive 
light, in order to reduce negative implications for the team. As questionnaires 
were completed with a researcher who was also a member of the service, it is 
likely that anonymity felt less protected. However, in the anticipation of low 
response rates for self-administered questionnaires, structured interviews were 
deemed necessary.
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Implications and recommendations
One of the particular aims of this study was to identify ways in which team 
psychologists could use reflective practice groups to support the implementation 
of recovery ideas. On the basis of staff recommendations, the key suggestions 
that will be fed back to the service include:
• Assisting staff to develop a deeper understanding of the recovery approach 
and reach a team consensus on what recovery means in practice.
• Supporting staff to identify their existing skills in helping service users to self- 
motivate.
• Educating staff around the principles of motivational interviewing and issues 
around engagement.
Findings from this study will guide the content of the coming team development 
day for the rehabilitation and recovery service. Recommendations for this 
include:
• A consideration of staff roles and responsibilities around the provision of 
information to residents; particularly in relation to diagnosis and patient 
services.
• Further thought to ways in which residents can be fully involved in their care, 
with an emphasis on training staff in positive risk taking.
Future research
It is intended that these findings be used in a comparison with the results of the 
on-going resident assessment, with a view to further developing the recovery- 
orientation of the service. Beyond this, future evaluations might consider the use 
of measures that explore a broader spectrum of recovery principles (e.g. 
DREEM). Following from the work of Dinnis at al. (2007), it would also be
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valuable for further research to explore whether hostel staff and residents hold a 
shared vision of recovery.
Feedback to Service
An extended version of this report, with a full breakdown of all the results will be 
provided to the service. The study will be presented orally to the rehabilitation 
and recovery team at a future date.
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Appendix 1: Recovery Questionnaire
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Appendix 2: Recruitment Poster
We want your 
thoughts!
We are interested in hearing your thoughts on how you 
think our service is doing, so that we can provide better 
support for staff and further improve what we offer our
residents.
I will be visiting the hostel over the next few weeks 
hoping to meet with all staff members individually and 
ask them some questions.
I appreciate how busy you are and so I am very happy 
to schedule in a time to meet with you if that is 
preferable. We can arrange this when I am next visiting 
the hostel, or you can contact me on or email me
at
Many Thanks,
Trainee Clinical Psychologist
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Appendix 3: Participant Information Sheet
INFORMATION SHEET
As you know we have adopted Recovery principles as part of our Trust strategy. 
Part of our task is to imbed these recovery ideas in our work with service users.
In light of this, it is important that we find out more about what we are doing well 
and what our needs might be, in order to provide the right support in handover 
meetings, training and supervision.
To help us achieve this, we would like to ask you some questions about how you 
think we are doing at the hospital hostels. For each question we will offer you a 
set of answers and ask you to indicate which one most applies to you. We see 
this as an opportunity for you to share some of your views and for us to better 
understand your needs. Therefore, we would welcome any additional thoughts 
you may have on the issues raised by our questions.
We encourage you to present the service as you really think it is, so that we may 
work towards further improving what we offer our residents. All of the information 
you provide will remain entirely confidential and will be stored anonymously.
We appreciate how busy you are and so we will try to take as little of your time as 
possible. We aim for the interview to take around 30 minutes.
A summary of these findings will be available once we have had a chance to 
meet with all the staff. This report will be sent to you via email unless you indicate 
that you do not wish to receive it.
Please take this opportunity to ask any questions that you may have.
Thank you for your valuable time
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Best Wishes,
Under supervision of 
Trainee Clinical Psychologist Clinical Psychologist
For further information or additional questions, please feel free to talk to 
me whenever I am at the hostel or email me at
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Appendix 4: Results of Statistical Analysis
Table 1.
Test of normal distribution : Kolmogorov-Smirnoff test
Areas Questions statistic df Sig.
Welcoming residents 0.538 20 .000
Settling residents in 0.527 20 .000
Explaining what happens 0.499 20 .000
Explaining what to expect 0.527 20 .000
Providing a listening ear 0.527 20 .000
Consoling/comforting residents 0.463 20 .000
2 Talking about being an inpatient 0.527 20 .000
Discussing what led residents to come here 0.475 20 .000
Reflecting on triggers to their problems 0.345 20 .000
2 Meeting people who have recovered 0.337 20 .000
Sharing similar experiences with others 0.398 20 .000
Telling residents that most people recover 0.525 19 .000
Helping residents in their recovery 0.495 19 .000
4
Helping residents plan their own recovery 0.376 19 .000
Promoting residents skills, strengths and abilities 0.538 20 .000
Encouraging residents to think about ambitions 0.475 20 .000
Discussing how residents will carry on recovery 0.437 20 .000
c
Enough activities on the wards 0.527 20 .000
O
Useful and relevant activities 0.509 20 .000
6 Residents might feel unsafe on the ward 0.314 20 .000
Giving information on diagnosis 0.303 20 .000
Giving information on treatment 0.249 20 .002
Giving information on side effects of medication 0.214 20 .017
7 Giving information on different treatment and help 
Staff currently working with someone on a section*
0.241 20 .003
Giving information on rights when under a section 0.41 20 .000
Giving information on PALS*
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Giving information on Advocacy*
Giving information on how to make a complaint*
8
Snacks/drinks available during the day* 
Snacks/drinks available during the night*
9
Involvement in decisions about treatment and care 
Involvement in risk assessment 
Involvement in care plan*
0.347
0.344
20
19
.000
.000
10
Overall rating of care provided 
Care had reduced residents' difficulties
0.318
0.487
20
20
.000
.000
11 How hopeful residents are since being on the ward 0.361 20 .000
Categorical data could not be analysed with this statistic
Table 2.
Recovery areas 1 -5 : Wlann-Whitney U test
Areas Questions Hostel n Mode* u Sig
Welcoming residents
F
M
10
10
1
1
45.00 .317
1
Settling residents in
F
M
10
10
1
1
50.00 1.000
Explaining what happens
F
M
10
10
1
1
44.500 .503
Explaining what to expect
F
M
10
10
1
1
40.000 .146
Providing a listening ear
F
M
10
10
1
1
50.000 1.000
2
Consoling/comforting
residents
F
M
10
10
1
1
45.000 .615
Talking about being an F 10 1 40.000 .146
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inpatient M 10 1
Discuss what led residents F 10 1 49.000 .914to come here M 10 1
Reflecting on triggers to 
their problems
F
M
10
10
1
1
43.000 .547
3
Meeting people who have 
recovered
F
M
10
10
1
1
39.00 .354
Sharing similar experiences 
with others
F
M
10
10
1
1
34.00 .148
Telling residents that most 
people recover
F
M
10
9
1
1
35.00 .125
Helping residents in their 
recovery
F
M
10
9
1
1
31.500 .082
4
Helping residents plan their 
own recovery
F
M
10
9
1
1
37.500 .475
Promoting residents skills, 
strengths and abilities
F
M
10
10
1
1
45.000 .317
Encouraging residents to 
think about ambitions
F
M
10
10
1
1
39.500 .255
Discussing how residents 
will carry on recovery
F
M
10
10
1
1
46.000 .690
5
Enough activities on the 
wards
F
M
10
10
1
1
50.000 1.000
Useful and relevant 
activities
F
M
10
10
1
1
45.000 .542
*Response categories: 1 = ‘yes, definitely’
Research Dossier: Service Related Research Project (SRRP) 130
Table 3.
Recovery areas 6-11 : Mann-Whitney U test, Pearson's chi-square and Fisher’s 
exact
Mann Whitney Chi Square Fishers
Questions hostel n mode U Sig X2 df Sig Sig
6 Residents might feel unsafe on the ward *
F
M
10
10
2
2
48.500 .895
Giving information on 
diagnosis
F
M
10
10
4
4
42.000 .515
Giving information on 
treatment
F
M
10
10
1
la
37.000 .303
Giving information on 
side effects of 
medication
F
M
10
10
1
41.000 .478
Giving information on 
different treatment 
and help
F
M
10
10
1
1
38.500 .362
7
Staff currently 
working with 
someone on a 
section**
F
M
10
10
1
1
b
Giving information on 
rights when under a 
section
F
M
10
10
1
1
46.500 .752
Giving information on 
PALS**
F
M
10
10
1
0.800 1 .371
Giving information on 
Advocacy**
F
M
10
10
1
1
1.000
Giving information on 
how to make a 
complaint**
F
M
10
10
1
1
1.000
8
Snacks/drinks 
available during the 
day**
F
M
10
10
1
1
b
Snacks/drinks 
available during the 
night**
F
M
10
10
1
1
b
9 Involvement in F 10 1 45.000 .664
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decisions about M 10 la
Involvement in risk 
assessment
F
M
10
9
1
la
30.000 .167
Involvement in care 
plan**
F
M
10
9
1
1
.087
10
Overall rating of care 
provided***
F
M
10
10
1
2
28.500 .671
Care had reduced 
residents' difficulties
F
M
10
10
1
1
40.000 .276
11
How hopeful 
residents are since 
being on the ward****
F
M
10
10
1
2
35.000 .189
a Multiple values given. Lowest numerical value presented as mode, 
b No statistics computed because ail responses were the same
Response Categories:
1, ‘yes, definitely’; 2, ‘yes, to some extent’; 3, ‘only a bit’; 4, 'no’
*2, 'occasionally'
** 1, 'yes'; 2 'no'
*** 1, 'excellent'; 2 'very good'
**** 1, 'much more hopeful'; 2 'a bit more hopefui'
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Appendix 5: Additional Themes 
Theme 3: Resources
Hostel staff shared a common view that increased resources would improve the 
implementation of recovery. Three subthemes emerged: more money, more time 
and more staff. For many, limited staffing had reduced opportunities for one-to- 
one sessions with residents; an aspect of clinical work staff identified as central to 
recovery. The majority expressed a hope that with increased resources they 
would be able to offer residents greater opportunities for individual work, along 
with more activities both within and outside the hostel.
More staff which would eventually give more time for one-to-one nursing. 
More time to do recovery, particularly when we have only two staff on, and 
also more money. (Staff member 15)
Theme 4: Collaborative working
For many staff members, collaboration with others played a central role in 
developing recovery-oriented practice. Within this, two subthemes transpired; 
collaborative working with residents and team working amongst staff.
It was generally recognised that staff were better equipped to support recovery if 
they developed a partnership with residents. Some staff suggested that this 
collaborative approach could be facilitated by regular feedback from residents, a 
greater emphasis on joint-decision making and more combined staff-resident 
outings.
We have to work with them not on them -  that will speed up their recovery. 
For patients on the ward long term, after three months we have a meeting 
with them for them to express their feelings about staff and treatment.
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Feedback would help me to know where we are short as well as where we 
have done well. (Staff member 6)
Staff also identified the value of operating as a team and particularly the benefits 
of peer support. However, many expressed a sense of dislocation from other 
parts of the service and a need for more input from other professionals within the 
team, namely, the service managers.
More cooperation from the managers. The service managers should be 
on the ward more, other staff from the team should be as well. They would 
have a better idea of what we are doing and could support us more. (Staff 
member 18)
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Confirmation Letter from Placement Supervisor
Rehabilitation and Recovery Team, 
Recovery Centre,
Road,
London
21='April 2011
To whom it may concern,
I confirm that Stacie Bowden carried out her Service Related Research Project 
within our service and whilst on her Adult Mental Health first placement. Stacie 
presented her findings to our team at our business meetings on the 13^ *^  August 
2009.
Kind regards.
Dr
Clinical Psychologist 
Rehabilitation and Recovery Team
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Presentation to the Rehabilitation and Recovery Service
Staff perspectives on the degree to 
whfdt recovery is implemented within 
an inpatient rehabilitation setting
Background to the project
A staff survey of the extent to which recovery 
principles are implemented at
Service related-research project as requirement 
of the year PsychD Clinical Psychology training 
Supervised by Qinica! Psychologist
The recovery approach
"It Is a way o f living a satisfying, hopeful and 
contributing life even with the limitations caused 
by mental Illness" (Anthony, 1993}
Recovery is increasingly supported within 
national policy for mental health sefvlces(e,g. 
NIMHE.2004
there k  growing Interest in how to assist the 
tecovetY'^irientation of mental health 
professionals (Slade, 2009)
Recovery and
Mental
Health "  rust Is one of the leading NHS trusts 
Implementing the recovery approach 
"The purpose of tfte trust is to help people with 
mental health problems to do the things they 
wa nt to do, live the lives they want to live and 
access the opportunities that all citizens should 
take for granted" (Trust Strategic Rian, 2037)
. designed questionnaires based on 
inpatient service user views of recovery
Aims of the project Method
• To explore staff perceptions of the extent to ♦ Structured interviews using a questionnaire with
which they are Individually employlng recovery fixed-choice rating scales, additional comments
principles ih their work and open-ended questions
♦ To highlight areas of recovery that are addressed • Questions were based on those devised by
well and those that can be improved covering Î1  areas of recovery
♦ To gather staff recommendaticns for improving • Staff were recruited vis posters around the hostel
the implementation of recovery or approached on an opportunistic basis 
* 20 hostel staff were interviewed (10 from 
and 10 from t)
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Results; Fixed choice questions
Staff rated themselvM as implementmg the 
majority of the recovery principles to a high level, 
partlculariyi
-The welcoming o f residents on to the ward 
(95% of staff answered "yes, definitely*')
-The promotion of resident's skills and abilities 
(95% of staff answered "yes, definitely")
-The provision of refreshments at ail times 
(100% of staff answered "yes. definitely")
Results: Fixed choice questions
Staff gaA mar^kon a I'poR se* ïn regard to the
pro, an of ml -m a t„r gafticviarly on;
~  Oaf-'O', ,<S5v £>f tad did rvrt provide residents 
*  f "  th is t r f o - r  t n|
-  JrAtS (50s. of stair oui not provac msicfents with 
t*- I fa --a t o"
Certs n t p ctk o! re , dt r t t ' Involvement in their care 
w e v  (yn, r~p r m P tk, a IW te tf extent,
particularly
-  In t*- r -  k dsw A-sr—t QS% of staff did not t hink 
I t  O c t  t~.o ed in this)
- I n  th r .a - i p a -  of stad did not think 
i were «wtmred in this)
Results: Additional comments
Important aspects of recovery-oriented ttare;
-  One-to-one working
-  listening, empathy and ertccuragement 
-Taking a gradual approach
Lack of darity around provision of information:
“  Diagnosis, treatment and side-effects seen as 
doctors role; uncertainty about PALS 
Ambiguity over residents' involvement:
-  Risk assessment and care plan
Results: Open-ended questions
-  "Atesîfc'îow the word recovery Sat they don't know
Mfk A*» Miw«i»k*#it 
A a td iesurjbcekw l W hafgdArectM cry/' ivWlvatiwWSWIs
Results: Open-ended questions
Resources; more money, more time and more staff,
-  "Mure s ta ff ivou/d m iih iù lfy g iv a  more ts/«?/ar 
one fo one tw/sing. More dme to A  recovery, 
( la fiku ia rfy  when w  have only tw o s ta ff Ofi. And 
o.'se, more money.*
ColiaWratlvo working: with residents and with the
wider Pram.
-  'ifietwmdce mortogcr* sftoald be on the ward more. 
Other staff frotn the worn should be os well, they 
would hove a bcttetideo o f what we are doing and 
could support us mare. *
Implications and Recommendations
Assist staff In dewlupfng a deeper understanding 
of recovery-tts reach a team consensus on what 
it means irs practice
Nippon lu ff  to Identify their exfstmg ddk kt 
helping residents to self-motivate 
Cdnxlderadon of tttaff n^e* and re*pon$lbltltk$ 
around provision of information 
f  urther thought to how residents can be more 
fully Involved in their care, in relation to risk 
assMsment and care pimning
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Abstract
Title: The experiences of black Caribbean carers when their relatives are 
detained under the Mental Health Act (MHA).
Objective: The study aimed to explore how black Caribbean carers experience 
the assessment and detainment of their relative under the MHA.
Design: A qualitative design was adopted, using individual semi-structured 
interviews to explore participants’ experiences.
Setting: Participants were recruited from one Early Intervention in Psychosis 
Service and two Community Mental Health Teams from a London-based NHS 
Mental Health Trust.
Participants: Seven adult carers took part in the study, all of whom were from a 
black Caribbean background.
Analysis: The interviews were analysed using Interpretative Phenomenological 
Analysis.
Results: Four main themes were developed from the data. Participants 
described a sense of powerlessness in their relationship with professionals and 
sought to more evenly redistribute this power. Some participants considered their 
or their relatives’ ethnicity to have been a factor; whereas for others it was less of 
a consideration. Participants described the distress they experienced as a carer 
throughout the process of their relative being detained. Nevertheless, participants 
expressed their continuing commitment to the care-giving relationship. 
Conclusions: A number of clinical implications were highlighted. Services need 
to empower carers, take an individualised approach to ethnicity and address 
carers’ emotional needs by acknowledging vicarious distress, promoting hope, 
and tackling stigma.
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Orientation to the Thesis
This thesis explores the experiences of black Caribbean carers when their 
relatives are assessed and detained under the Mental Health Act (MHA). This is 
particularly pertinent, given the disproportionate rates of compulsory detainment 
of black Caribbean service users and the growing concern over the relationship 
between mental health services and the black Caribbean community. Such 
research is also timely, given the increasing focus within government initiatives 
on supporting informal carers and on meeting the specific needs of carers from 
black and minority ethnic groups.
In the first chapter, I explore the relevant literature in relation to carers’ 
experiences of mental health services and the MHA. I then introduce the issue of 
ethnicity and focus more on research relating specifically to black Caribbean 
carers. In the methodology chapter, I begin by outlining the epistemological 
assumptions of the study, before going on to describe the process in which the 
research was designed and conducted. This includes details of how I carried out 
Interpretative Phenomenological Analysis (IPA) and of my personal position 
within the analytic process. The third chapter presents a detailed account of the 
findings derived from seven interviews, in which I explicitly own my interpretations 
of the data. In the final chapter, I offer a discussion of my findings in the context 
of relevant literature, accompanied by a consideration of the clinical implications, 
a critique of the study and suggestions for future research.
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Introduction
Caring and mental health services
Mental health carers and UK legislation
The move away from psychiatric hospitals towards community-based mental 
health services has placed an increasing emphasis on the role of informal 
caregivers (Lloyd & Carson, 2005). It is now estimated that there are 
approximately 1.5 million carers in the UK supporting people with mental health 
difficulties (Arskey et al., 2002). The term ‘carer’ refers to ‘someone who without 
payment provides support to a partner, child, relative, friend or neighbour who 
could not manage without their help’ (Princess Royal Trust for Carers 2008, 
p. 10). This term is adopted here because it is used within UK legislation; 
however, many carers may not identify with this term for cultural or personal 
reasons (Department of Health: DoH, 2008).
There has been a growing recognition of the needs of carers, reflected in UK 
legislation bestowing carers with legal rights to assessment and service provision 
(e.g. Carers and Disabled Children Act, 2000). The National Carers’ Strategy 
was a landmark step, advocating greater involvement, information and support 
for carers (DoH, 1999). Mental health policy has recognised that the support of 
carers is essential to the planning of care for service users (DoH, 2002). 
Nevertheless, mental health carers remain at a high risk of having unmet needs 
on account of their invisibility to services, when compared to other carers (DoH, 
2002). This has been attributed to less obvious, more intermittent caring roles 
which reflect the fluctuating needs of the person they support, and to the stigma 
attached to mental health difficulties (DoH, 2002).
Research into the experience o f mental health caring
To offer adequate and appropriate support, mental health services need to 
understand the experiences of mental health carers. From a review of the
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relevant literature, three main themes most pertinent to this study were derived 
and are discussed below.
Care-giver burden
Care-giver burden is a dominant concept within literature relating to family carers. 
Originally defined by Platt (1985), care-giver burden refers to the negative events 
or outcomes associated with the caring role (cited in Askey et al., 2009). Burden 
is often categorised into ‘subjective’ experiences, such as feelings of loss or 
worry and ‘objective’ experiences, such as financial difficulties or social disruption 
(Roick et al., 2006). The experience of care-giver burden has been associated 
with negative outcomes for carers. In a study of parents of adult children 
diagnosed with schizophrenia, Foldemo et al. (2005) found that higher levels of 
perceived care-giver burden were correlated with lower scores on parents’ overall 
quality of life. Care-giver burden has also been implicated in the recovery of 
service users (Magliano et al., 2000). It follows then that services would benefit 
from understanding how carers come to experience burden.
Folkman and Lazarus’ (1991) stress-coping model is one approach to 
conceptualising the mediating factors in the experience of care-giver burden 
(cited in Magliano et al., 2000). According to this model, the way a person 
appraises an event (e.g. caring for a relative with mental health difficulties) will 
determine how they respond (i.e. their coping strategies) which, in turn will 
determine their level of stress (i.e. burden) (Magliano et al., 2000). In support of 
this model, Harvey et al. (2001) have demonstrated that negative appraisals of 
caring are associated with higher levels of carer distress and reduced social 
functioning of their relative. Furthermore, research has demonstrated that 
effective coping strategies are associated with reduced carer burden, such as, 
problem-focused approaches (Magliano et al., 2000). According to the stress- 
coping model, services can support carers by offering interventions aimed at
Research Dossier: Major Research Project 146
reducing negative appraisals and improving coping strategies (Harvey et a/., 
2001; Roick et a/., 2006).
Despite its popular use within the literature, Szmukler (1996) has criticised the 
concept of care-giver burden due to its emphasis on the negative aspects of 
caring. Carers experience a range of emotions which also include feelings of 
pride and satisfaction; however, these are often minimised by professionals and 
carers alike (Gray et a/., 2009). It follows that services may need to encourage 
carers’ experience of more positive emotions, for example, through support 
groups (Gray et a/., 2009).
Social resources & stigma
In-keeping with the stress-coping model, access to and use of social support can 
be conceptualised as mediating the appraisal of care-giving (Szmukler, 1996) 
and the coping abilities of carers (Knudson & Coyle, 2002). This is supported by 
findings from Joyce et al. (2003) in which close support from significant others 
was associated with more effective coping strategies. However, mental health 
carers often have diminished social resources; an effect partly attributed to the 
stigma of mental health difficulties (Magliano et al., 2005).
Stigma is commonly referred to as a ‘sign of disgrace’ (Ostman & Kjellin, 2002, 
p.494). To move away from this definition, which risks locating stigma within the 
individual. Link & Phelan (2001) have conceptualised stigma as existing when:
‘...elements of labelling, stereotyping, separation, status loss, and 
discrimination co-occur in a power situation that allows the components of 
stigma to unfold.’ (p. 367).
Psychiatric diagnoses can be seen as a type of ‘labelling’ which leads to the 
experience of stigma, whereby negative characteristics become associated with
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the label of ’mental illness’ and generate stereotypes (Corrigan & Kleinlein,
2005). The subsequent generation of stereotypes about people with mental 
health difficulties, for example, that they are dangerous (Szasz, 2003) can lead to 
discriminatory behaviour (e.g. social avoidance), which is likely to undermine a 
person’s sense of value in society (Corrigan & Kleinlein, 2005).
Stigma is experienced not only by those assigned to psychiatric labels but also by 
family carers. This process has been described as ‘associative stigma’ (Mehta & 
Farina, 1988, cited in Corrigan & Kleinlein, 2005). Lefley (1989) described two 
types of stigma that might be experienced by families; public stigma, which refers 
to negative reactions from people in the wider society and self stigma, which 
refers to the experience of guilt associated with beliefs around responsibility 
(cited in Angell et al., 2005). In regard to the former. Rethink (2008) conducted a 
large-scale survey into experiences of stigma across 668 mental health carers; 
68% of whom described being personally impacted by actual and anticipated 
negative reactions from others. Carers described an impact on their social 
relationships as a result of being unable to tell friends, neighbours or employers 
about their relatives’ difficulties. In regard to self-stigma, it is argued that families 
may internalise messages from professionals that they are to blame for their 
relatives’ difficulties (Lefley, 1989, cited in Angell etal., 2005).
Interactions with mental health services
The potential for carers to experience stigma, together with care-giver distress, 
presents a strong need for positive and inclusive interactions with mental health 
services. This need has been responded to by UK policy, which presents a clear 
message that carers need to be valued as ‘partners in care’ (Hope, 2004). 
However, research indicates that carers continue to be uninformed throughout 
the process of supporting the person they care for, regarding diagnosis, 
treatment, hospitalisation processes, legal rights of carers and support services 
(e.g. Lloyd & Carson, 2005). Furthermore, carers consistently describe feeling as
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if their suggestions were not sought after, taken seriously or valued by 
professionals (e.g. Pinfold etal., 2004). The consequences of not being involved 
are significant for both carers and the person they support. A lack of involvement 
has been linked to negative health consequences for carers and a sense of 
restriction on their ability to fulfil their caring roles (Rethink, 2003, Slade et al., 
2007).
The most frequently reported barrier to carer involvement centres upon the use of 
confidentiality and the restriction it imposes on information-sharing processes 
(e.g. Pinfold et al., 2004). Sharing information with carers is complex given the 
duty professionals have to protect service users’ rights to privacy (Pinfold ef al., 
2004). As a result, many carers have described confidentiality being used by 
professionals as a means of avoiding interactions with them. This can have a 
negative impact not only on the carer but on the relationship with professionals, 
as demonstrated in Wilkinson and McAndrew’s (2008) study of carers’ 
experiences of their relatives’ inpatient admission. A predominant theme to 
emerge from this research was participants’ sense of powerlessness and a 
division between professionals and carers, as a result of being excluded from 
their relatives’ care.
The results of Wilkinson & McAndrew’s (2008) study were conceptualised 
according to the ‘participation continuum’ proposed by Hickey & Kipping (1998). 
This framework identifies four stages of ‘user’ involvement, which involves an 
increasing re-distribution of power from service providers to the user. The first 
position involves the provision of information (‘information/explanation’); the 
second involves basic consultation around decisions (‘consultation’); the third 
involves collaborative decision-making (‘partnership’) and the fourth gives the 
user full decision-making power (‘user control’). Wilkinson & McAndrew (2008) 
concluded that many participants in their study had not even reached the first 
stage of participation.
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Many of the issues raised above in relation to the experience of carers are 
brought together and into much sharper focus when the person they care for is 
assessed and detained under the Mental Health Act (MHA). The experiences of 
carers in relation to the MHA will now be considered.
Caring and the Mental Health Act
The Mental Health Act
The Mental Health Act (MHA) 1983 is legislation which sets out regulations for 
the care and treatment of people with a ‘mental disorder’ when they are 
considered a risk to themselves or to others. The MHA 1983 as amended by the 
MHA 2007 defines mental disorder as: ‘any disorder or disability of mind’ (Jones, 
2010, p.17).
Admission to hospital
Under the MHA, a person can be subject to compulsory admission and treatment 
in hospital; this is often termed ‘sectioning’. Two of the most commonly used 
interventions under the Act are Sections 2 and 3 (The NHS Information Centre, 
2010). Section 2 refers to compulsory hospital admission for assessment and 
consideration of treatment. Section 3 involves compulsory hospital admission for 
treatment.
The process of compulsory admission involves a MHA assessment, followed by 
an application for admission to hospital. This is typically undertaken by an 
Approved Mental Health Practitioner (AMHP). The AMHP must base the 
application on two medical recommendations from doctors approved under the 
Act. For a person to be detained against their will, it must be justified by the 
nature or degree of their ‘mental disorder’ and be in the best interests of their own 
health or safety or for the protection of others (Jones, 2010).
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The role o f ‘nearest relative’
Under the Act, the ‘nearest relative’ is defined in terms of birth relationships and 
is the first living person (or eldest in each category) from a hierarchical kinship list 
(Jones, 2010). Relatives providing substantial and regular care can also become 
the nearest relative (Jones, 2010). The nearest relative can request a MHA 
assessment with a view to the detainment of their relative and they are eligible to 
make the application themselves. The nearest relative has the right to request 
discharge and/or be informed of discharge arrangements. They also have a legal 
right to object to admission for treatment. Throughout the admission and 
treatment process, practitioners should be guided by the ‘participation’ principle 
specified under the Code of Practice, which encourages the involvement of 
carers and family members (Jones, 2010).
Research into carers’ experiences of the MHA
Most family carers are also the nearest relative and therefore, are directly 
implicated in MHA processes (Rapaport & Manthorpe, 2008). Nevertheless, 
there remains only a small body of research which has explored how carers 
experience the compulsory detainment of their relative. Three main themes 
emerging from this literature are discussed below.
On being a nearest relative
The powers afforded by the role of nearest relative have an important function in 
safeguarding those subject to MHA legislation (Rethink, 2000). Rapaport and 
Manthorpe (2008) have argued that this function is particularly significant given 
the many concerns service users raise with regard to inpatient care. For 
example, service users have reported feeling unsafe during their admission and 
experiencing or observing regular acts of aggression (Hill, 2006). Whilst carers 
have acknowledged these safeguarding functions, many express a wish to avoid 
designation to this title due to the negative impact on their relationship with their
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relative (Carers UK, 2002). In particular, carers regularly report being blamed by 
their relative for the detainment (Carers UK, 2002).
Emotional impact of compulsory detainment
Compulsory detainment may be a particular source of distress for families. It is 
often considered the last resort and follows a crisis or escalation in their relatives’ 
difficulties (Lefley, 1997). In the UK, Lingard (2007) completed a doctoral 
research project into the experiences of eight carers whose relatives were subject 
to compulsory detainment. One of the main themes to emerge from this study 
related to the distress experienced by carers vicariously as result of their relative 
being in distress and in the context of concerns about their future. Whilst it is 
likely that carers whose relatives are voluntarily detained would experience 
similar concerns, research suggests that the emotional needs of carers of service 
users who are compulsorily detained may differ. A series of quantitative studies 
conducted in Sweden have compared the experiences of family carers whose 
relatives were involuntarily admitted with those who were voluntarily admitted. 
Carers of those who were involuntarily admitted were found to have increased 
rates of mental health difficulties themselves (Ostman & Hansson, 2000) and 
expressed a greater need for personal support from services (Ostman et al.,
2000).
As indicated earlier, agreement to the detainment may also create tension in the 
relationship between carers and their relatives, which might be accompanied by 
the carer’s personal conflict associated with the decision to detain (Lefley, 1997). 
In accordance with this, a second theme to emerge from Lingard’s (2007) study 
was the impact of the detainment on the relationship between the service user 
and carer. Carers described being emotionally affected by the breakdown in the 
relationship preceding the detainment and the subsequent strain of being blamed 
for hospitalisation. However, the relationship was found to restore itself with time 
and following their relatives’ recovery.
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Whilst there is potential for significant distress, compulsory detainment may also 
be associated with more positive emotional experiences. A common finding 
across much of the research in this area is the experience of relief. In a 
quantitative study, Adams & Hafner (1991) found that the large majority of family 
carers experienced a sense of reprieve in being able to share the caring 
responsibility with services and from seeing their relatives' improvement. Similar 
findings have been reflected in qualitative studies which have explored the 
experiences of compulsory treatment in the community (e.g. when a service user 
is subject to compulsory treatment under the MHA but is living at home), in 
contrast to hospital detainment. In Hallam’s (2007) study, carers described 
compulsory hospitalisation as an opportunity for respite and a means to 
increasing their relatives' adherence to treatment. Similarly, Ridley et al. (2010) 
found that carers felt more able to attend to other family responsibilities when 
their relatives were detained in hospital. However, in Ridley et al.’s (2010) study, 
these benefits were considered short-lived due to prevailing concerns carers then 
had over the ward environment. This would indicate that service provision plays 
a significant role in shaping the emotional impact of compulsory detainment in 
hospital.
Interactions with services
Carers commonly report not feeling involved in the treatment or care of their 
relative when subject to compulsory detainment. In the UK, Marriott et al. (2001) 
conducted a qualitative study into the experiences of those affected by the MHA; 
including carers, service users and mental health professionals. Findings 
indicated that carers were not involved in decision-making processes or provided 
with information about their rights under the MHA. This is echoed in other UK 
research where carers describe a dismissal of their views at the point of 
admission (Gault, 2009) and ‘piecemeal’ consultation with professionals 
throughout the detainment period (Ridley et al., 2010). This seems to be an
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experience which is replicated on an international level (e.g. Ewertzon et al., 
2010).
Whilst the exclusion of carers from services is widespread, the impact of 
exclusion and carers’ subsequent feeling of powerlessness is particularly 
heightened when their relatives’ are subject to MHA legislation (Milan Committee,
2001). Clarke (2006) offers a poignant narrative of her son’s compulsory 
detainment under UK legislation. In this, she makes specific reference to how 
her contribution to her son’s care was excluded by the ‘all knowing’ approach 
taken by professionals. She described this approach as exacerbating an already 
uneven distribution of power in her relationship with mental health professionals:
‘In these sectioning situations my own vulnerability comes steeply to the 
fore; I am exceedingly helpless feeling the ultimate power from 
professionals.’ (p. 523)
A similar experience of powerlessness was described by carers in Lingard’s 
(2007) study when unable to improve conditions for their relative whilst on the 
ward, as a result of their exclusion from decision-making.
The research explored in this section highlights the potential for carers to 
experience significant distress when the person they support is detained under 
the MHA. In this context, carers are often directly impacted upon by the 
experiences of those they care for. It seems important then that a consideration 
of carers’ experiences in relation to compulsory detainment takes into account 
the different groups of service users served by the MHA. One group of service 
users who face particularly high rates of compulsory detainment and differential 
treatment during admission are those from black Caribbean communities. The 
experiences of black Caribbean service users in relation to the MHA will now be
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discussed, followed by a consideration of how this might relate to black 
Caribbean family carers.
A discussion of the relevant literature in this area requires an engagement with 
the concepts of ‘race’, ethnicity and culture. These terms are inherently complex 
and require considerable elaboration (see Appendix 1 for a fuller definition and 
discussion). However, brief definitions are given here in line with Fernando 
(2010) in order to contextualise some of the issues that will be raised. ‘Race’ is a 
social construct and refers to the notion of biological or sociological difference 
based upon physical features. Culture refers to the values and behaviours that 
define how people live their lives; and ethnicity pertains to a person’s sense of 
belonging and often combines both ‘race’ and culture.
Ethnicity and the Mental Health Act
People from black and minority ethnic (BME) groups continue to face higher than 
average rates of compulsory detainment (DoH, 2005). Rates are particularly high 
for black service users (i.e. Caribbean, African, ‘other’ or ‘mixed’), with 19% to 
32% higher than average rates of detainment under the MHA (Care Quality 
Commission, 2011). The over-representation of BME groups subject to the MHA 
continues despite government initiatives aimed at reducing these rates. For 
example, the Delivering Race Equality (DRE) in mental health care action plan 
which aims to reduce the inequalities faced by BME communities (DoH, 2005).
In the context of disproportionate rates of compulsory detainment, people from 
black Caribbean communities, in particular, face a number of inequalities when 
compared to the white UK population e.g. black Caribbean services users are 
more likely to be perceived as violent by professionals admitting them (Singh at 
a/., 1998) and to access services via negative routes, such as the police (Morgan 
at a/., 2005). As for other ethnic minority groups, black Caribbean service users 
are also more likely to be treated with high doses of medication than with
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psychotherapeutic interventions (Callan & Littlewood, 1998, cited in McClean et 
al., 2003).
Many explanations have been offered which may account for the increased rates 
of compulsory detainment faced by black Caribbean service users. Singh at a i
(2007) conducted a systematic review of 49 studies relating to compulsory 
detainment under the MHA and ethnicity. They found that racism in services (see 
Appendix 1 for definition) and racial stereotyping, along with mistrust due to 
negative experiences and perceptions of services, were the most frequently cited 
explanations for excess rates of detainment in BME communities. Institutional 
racism refers to the racial prejudices that exist within social systems, structures 
and organisations; in terms of both policy and practices (Karlsen & Nazroo, 2002, 
p.625). The inquiry into the death of David Bennett, a psychiatric inpatient, first 
highlighted the presence of institutional racism in mental health services and 
marked the development of government initiatives around ‘race’ equality (DoH, 
2005). Other explanations found by Singh at al. (2007) related compulsory 
detainment to the increased incidence of psychosis in BME service users. This 
may be particularly pertinent when considering the experiences of black 
Caribbean service users, on account of research demonstrating a higher risk of 
psychosis compared to other minority ethnic groups (Fearon at a i, 2006). 
However, this again, has been considered a result of racial bias in diagnosis 
(Fernando, 2009b).
Singh at al. (2007) noted that many of the explanations offered have failed to 
provide substantial evidence and therefore that attempts to explain the 
overrepresentation of BME services users subject to the MHA, including those 
from a black Caribbean background, remain largely unconfirmed. This is despite 
a pressing concern that the continued use of coercive interventions within BME 
communities and the associated distress caused to both service users and their
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carers will create a lasting barrier to accessing services in the future (Singh et al., 
2007).
Despite excess rates of detainment among black Caribbean service users and 
the potential for differential treatment throughout the sectioning process, there 
has been limited research into the experiences of black Caribbean carers when 
supporting their relatives throughout this process. To provide a broader context, 
research relating to the experiences of black Caribbean carers and mental health 
services more generally will now be explored. This will be followed by a more 
focused consideration of the research pertaining specifically to black Caribbean 
carers and the MHA.
Black Caribbean carers and mental health services
Research suggests that carers from BME groups share many of the same 
experiences as carers from majority ethnic groups. For example, Atkin and 
Rollings (1992) found that BME family carers experience similar feelings of 
distress associated with the care-giving role and are also often socially isolated. 
However, they argued that BME carers face additional barriers as a result of 
racism and ethnocentric attitudes within services. This sentiment was echoed 
more recently in a publication from the National Black Carers & Carers Workers 
Network (2008). In this report, BME carers were described as encountering 
barriers on two levels; as carers interacting with services and as members of the 
BME community interacting with services. Again, ethnocentrism and racism were 
placed at the centre of this latter interaction.
Research into the experiences of black Caribbean carers within mental health 
services is limited. Keating et al. (2002) conducted the first qualitative survey to 
explore the relationship between mental health services and black African and 
Caribbean communities. Carers described similar experiences to those across 
all ethnic groups; such as being uninformed about their relatives’ mental health
Research Dossier: Major Research Project 157
difficulties, feeling unheard by professionals and powerless to challenge 
decisions regarding their relatives’ treatment. However, as in the above studies, 
carers described additional concerns over racial stereotypes and a lack of cultural 
sensitivity from professionals.
When considering the specific needs of black Caribbean carers, a review of the 
literature highlighted two particular topics for consideration: cultural factors and 
racism. These topics will now be considered in greater depth. Research relating 
to wider black Caribbean communities and to BME populations is drawn upon on 
account of the limited research pertaining specifically to black Caribbean carers. 
Some of the studies discussed have combined the experiences of people from 
black Caribbean and African groups under the terms ‘African-Caribbean’ and 
Afro-Caribbean’.
Cultural factors
Kleinman (1980) used the notion of ‘explanatory models’ to refer to how a person 
understands their own or another’s ‘illness’: in terms of its label, cause, prognosis 
and most suitable intervention (cited in McCabe & Priebe, 2004). The dominant 
conceptualisation of mental health within UK services is considered to reflect a 
western culture of mind-body dualism and to place an emphasis upon ‘illness’ 
and medically oriented ‘treatment’ (Fernando, 2009a). Therefore, psychiatric 
diagnosis represents a biomedical explanatory model which espouses a largely 
individualised approach to mental distress (Bhui & Bhugra, 2002). On these 
grounds, there is considerable concern that UK mental health service provision 
may not adequately meet the needs of service users and carers from diverse 
cultural backgrounds who may have alternative explanatory models (Bracken & 
Thomas, 2005). For example, some cultures place a greater emphasis on more 
holistic, social, religious or spiritual understandings of mental health difficulties 
and treatment (Fernando, 2009a).
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These concerns have been substantiated by Keating et al. (2002) who found that 
black Caribbean carers conceptualised their relatives’ mental health difficulties 
more in psychosocial or supernatural terms. This was considered by carers to be 
a source of conflict as professionals were experienced as rigid in their ‘illness’ 
models and in their medical approach to treatment. Similar findings have been 
demonstrated in the wider African-Caribbean UK community. Stone & Finlay
(2008) compared the beliefs of African-Caribbean and white European students 
in London when shown symptom vignettes that were consistent with western 
conceptualisations of schizophrenia. African-Caribbean participants were less 
likely to identify the symptoms as schizophrenia or indeed, as mental illness. In 
turn, African-Caribbean participants were less likely to recommend seeking help 
from mental health services. Taken together, these studies suggest that differing 
cultural conceptualisations of mental distress could have an important role in the 
relationship black Caribbean carers have with services. However, it must not be 
implicitly assumed that explanatory models will differ according to ethnicity. For 
example, earlier research has failed to find any difference in the attitudes of Afro- 
Caribbean relatives of service users accessing psychiatric services compared to 
white British relatives; the majority expressed ideas consistent with mental 
‘illness’ and were in agreement with treatment (McGovern & Hemmings, 1994).
A consideration of the cultural factors pertinent to the experience of black 
Caribbean carers also highlights issues around communication. Atkin and 
Rollings (1992) argue that whilst English may often be a first language for black 
Caribbean carers, non-verbal expression and the subtle meanings conveyed in 
rhythm, intonation and culture-specific terms might be missed by professionals.
In addition to missed communication, there may also be potential for 
misinterpreted communication. Mclean et al. (2003) interviewed stakeholders 
from a black Caribbean community in London; which included informal carers. 
Stakeholders believed that mental health professionals unfamiliar with the 
Caribbean culture would misinterpret gestures, phrases and tones as threatening.
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There was a concern around being stereotyped as loud or aggressive on account 
of these cultural modes of communication, and that this might also extend to 
service users being perceived as becoming unwell (McClean et a!., 2003).
Given the scope of this research, it has not been possible to explore the wider 
topic relating to the role of culture and caring (see Knight & Sayegh, 2010, for a 
review of the literature relating to role of cultural values and ethnic differences in 
care-giving).
Racism
An understanding of how carers from black Caribbean communities experience 
mental health services cannot be divorced from the historical and social context 
of ethnic minority groups (Keating et a/., 2002). Racism is considered to be a 
central part of this context and one that continues to be a daily reality for many 
people from BME communities (Wilson, 2001). It is argued that black Caribbean 
communities perceive mental health services as mirroring these experiences of 
discrimination (Keating etal., 2002). In line with this, black Caribbean 
communities have described reluctance to access services due to concern that 
they or their relative would encounter racial stereotypes, for example, that black 
people are ‘mad, bad and dangerous’ and do not benefit from therapy (McClean 
et a!., 2003). Similarly, McGovern & Hemmings (1994) found that Afro-Caribbean 
relatives of people accessing services were more likely to perceive services as 
racist compared to ’white’ relatives. However, in contrast to McClean et al.
(2003), Afro-Caribbean relatives still reported overall satisfaction with services. It 
was speculated that Afro-Caribbean service users and their relatives might have 
been socialised into an expectation that they would encounter differential 
treatment compared to white families (McGovern & Hemmings, 1994).
Mental health policy has acknowledged the profound impact that racism in 
services can have on carers, not just on service users (DoH, 2002). This has
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been reflected in the DRE action plan, which advocates the need for staff training 
around the impact of racism on carers (DoH, 2005). These are important 
initiatives, particularly when considering the potential consequences of black 
Caribbean communities remaining fearful of racism in services. Keating et al. 
(2002) have conceptualised the relationship between black Caribbean 
communities and mental health services in terms of a ‘circle of fear’. The fear 
related to negative perceptions of services leads to mistrust and reduced 
engagement. This, in turn, increases the risk of crisis, of accessing help via non­
health care routes and the need for compulsory detainment (Keating et al., 2002). 
Keating et al. (2002) add a further layer of fear to this conceptualisation; the fear 
associated with stigma. They suggest that the experience of stigma is more 
acute within black Caribbean communities on account of existing negative racial 
stereotypes, which heighten the sense of shame associated mental health 
difficulties. However, in their UK sample of African Caribbean students. Stone & 
Finlay (2008) found significantly fewer stigmatising beliefs than white European 
students.
Black Caribbean carers and the MHA
The research explored so far highlights the potential for black Caribbean carers 
to experience negative interactions with mental health services. What happens 
then when this interaction is characterised by the compulsory and coercive 
treatment of their relative?
Previous research relating to compulsory detainment has either not attempted to 
identify carers according to ethnic origin or has researched predominantly 
majority ethnic groups. There has been only limited research pertaining to black 
Caribbean carers when their relatives are detained under the MHA.
Morley etal. (1991) explored the experiences of Afro-Caribbean families; 
comparing relatives of services users who were voluntarily admitted with those of
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service users who were compulsorily detained. The purpose of this largely 
quantitative study was to explore whether relatives' attitudes could explain high 
rates of compulsory detainment in Afro-Caribbean service users. No evidence 
was found in support of this hypothesis: relatives of those compulsorily detained 
were not found to have particularly negative views of services or differing causal 
beliefs regarding their relatives’ distress (i.e. religious or magical) that might 
account for delay to help-seeking. Instead, compulsory detainment was linked to 
a lack of support from services when relatives had tried to access help and to 
professionals’ over-estimation of dangerousness. Morley etal. (1991) concluded 
that a poor service response is a common experience for relatives from minority 
ethnic groups. More recently, within Keating et al.’s (2002) large-scale survey, 
black Caribbean carers have described compulsory detainment as a significant 
source of distress in the context of interactions with mental health services more 
generally. This distress was particularly heightened for carers when left with no 
alternative but to seek help via police routes.
Taken together, these studies highlight the potential for compulsory detainment to 
be particularly distressing for black Caribbean carers. However, in adopting 
largely quantitative or survey-based methods, these studies offer only a 
preliminary insight into the experiences of carers during this time.
Rationale for study
There has been an increasing emphasis within mental health services to better 
meet the needs of informal carers. Evidence suggests that these needs may be 
particularly heightened when the person they care for is compulsorily detained in 
hospital. Despite disproportionate rates of detainment and inequality in treatment 
provisions for black Caribbean service users, there has been limited research into 
the experiences of black Caribbean family carers during this process. This is 
despite research which suggests that black Caribbean carers’ interactions with
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services may differ to those of majority ethnic groups on account of cultural 
factors and racism.
Therefore, this study aims to contribute to a limited body of research by using a 
qualitative approach to explore the experiences of black Caribbean carers when 
their relatives are detained under the MHA. It is hoped that the findings will 
provide insight into how mental health services can support black Caribbean 
carers when their relatives are detained and better meet the needs of the multi­
ethnic society they serve.
Research Question
This qualitative study therefore aims to address this question:
How do black Caribbean carers experience the assessment and detainment o f 
their relative under the MHA?
Rationale for qualitative methodology
Qualitative methodologies are centred upon how people experience, understand 
and construct the social world (Mason, 2002). Opportunities for finding new, 
different and richer understandings are maximised by the absence of pre-defined 
categories (Willig, 2008). Qualitative methods enable more contextualised 
findings by attending to the social systems that can influence a person’s 
experience: both on an individual-level (e.g. family) and on a societal-level (e.g. 
ethnicity) (Coyle, 2007a). This study is concerned with the lived experiences of 
black Caribbean informal carers and focuses upon how they experience their 
relative being assessed and detained under the MHA. A qualitative methodology 
was therefore considered appropriate in terms of addressing the research 
question, offering greater potential for discovery in an area of limited research 
and was in-keeping with the study’s theoretical rationale.
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Interpretative Phenomenological Analysis (IPA)
I PA was selected as the method of data collection and analysis for this research. 
PhilosoDhical underpinnings
I PA is grounded in phenomenology and therefore, focuses on understanding 
people’s lived experience by studying the meaning they bring to events (Smith et 
al., 2009). It assumes that every individual has a subjective perception of an 
experience, which is expressed in their own unique way (Willig, 2008). Whilst 
people’s perceptions are shaped by emotions, thoughts and language, they are 
assumed to be largely stable over time and accessible through the accounts 
people give (Smith et al., 2009). In line with phenomenology, I PA data-collection 
techniques must therefore facilitate access to the personal, lived experience of 
participants by using non-directive, participant-led approaches (e.g. semi­
structured interviews) (Willig, 2008).
As a phenomenological approach, the central concern of I PA is how an individual 
experiences a particular event (Willig, 2008). Therefore, it does not assume the 
existence of a single, objective reality, but instead subscribes to the view that 
there are multiple realities (Willig, 2008). I PA acknowledges that people can bring 
different meanings to the same event and in turn have very different experiences 
of it; which remain very ‘real’ to them nonetheless (Willig, 2008).
I PA views interpretation as a central part of undertaking phenomenological 
inquiry (Smith et al., 2009). It connects with the hermeneutic tradition by 
acknowledging a two-fold interpretative process whereby the researcher brings 
their own set of beliefs and ideas to understand the sense-making processes of 
the participant (Smith & Eatough, 2007). I PA advocates that interpretation is 
approached tentatively with a view to enhancing the meaning of the lived 
experience and is based on a ‘reading from within the terms of the text which the 
participant has produced’ (Smith et al., 2009, p. 37). As such, I PA requires the
Research Dossier: Major Research Project 164
researcher to be actively self-reflexive throughout the analysis, by engaging in a 
process of bracketing (recognising and putting preconceived ideas to the side) 
and explicitly outlining the role of their interpretative lens within the research 
(Smith etal., 2009). In line with symbolic interactionism, I PA also acknowledges 
the wider social and cultural influences on how people make meaning (Smith et 
al., 2009).
Finally, IPA’s idiographic stance focuses on a detailed analysis of a small number 
of accounts, in relation to a specific phenomenon (Smith et al., 2009). Therefore, 
attention is given to the distinctive inner worlds of individual participants and the 
complexity and diversity of lived experience celebrated (Smith etal., 2009). 
However, similarities in subjective experiences can still be identified by moving 
from individual-level analysis to a broader analysis across cases (Smith & 
Eatough, 2007).
Rationale for IP A
I PA was considered the most suitable methodology for this study as its 
phenomenological approach was in-keeping with the assumptions underlying the 
research. This study assumed that carers would have their own individual 
thoughts, beliefs and feelings about their relative’s detainment which would 
reflect how they made sense of this event. It was assumed that these meanings 
could be accessed through carers’ accounts; although modified by the 
researchers own ideas and reactions to these narratives. Furthermore it was 
assumed that there would not be one ‘true’ version of the detainment experience 
but multiple versions; each of which would be as meaningful as each other.
As a phenomenological approach, I PA was also consistent with the study’s 
research question in the sense that it aimed to illuminate the personal meaning of 
an event; namely the detainment of participants’ relatives. IPA’s idiographic 
stance offers a fine-grained approach to the lived experience of specific
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individuals in a particular context and therefore opposes the population-level 
claims that are characteristic of nomothetic research (Smith & Eatough, 2007). 
Although over-arching themes will be drawn, IPA’s focus on individual 
experiences was also considered valuable in light of previous research typically 
involving group-level claims about people from black Caribbean communities.
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Method
Participants
Recruitment
Eight participants were recruited via one Early Intervention in Psychosis Service 
and two Community Mental Health Teams from a London-based NHS Mental 
Health Trust. The sample size was guided by IPA’s idiographic orientation which 
requires a detailed analysis of between 4 and 10 cases for doctoral level 
research (Smith et a!., 2009).
In accordance with a purposive sampling strategy, participants who met the 
inclusion criteria (see below) were referred to the study by their relatives’ care- 
coordinator. Care-coordinators were provided with information sheets during 
routine business meetings and were asked to distribute these to eligible 
participants (see Appendix 2). Care-coordinators provided the researcher with 
contact details of participants interested in taking part and the researcher 
subsequently telephoned participants to arrange interviews.
Inclusion & exclusion criteria
In line with I PA, the inclusion criteria were selected with a view to enhancing the 
homogeneity of the sample (Smith et al., 2009). All participants were caring for a 
relative (i.e. partner, child, parent, sibling or other family member) who had been 
assessed and detained under civil sections of MHA at some point in the past but 
not in the last six months. It was originally intended that the detainment would 
have occurred in the past five years; however, this was amended following 
recruitment difficulties. All participants defined themselves as coming from a 
black Caribbean background and they were all over 18 years of age. The 
rationale for the inclusion criteria is provided in Appendix 3.
Care-coordinators were asked not to recruit potential participants if it was 
believed that the study would cause them distress, or if they were currently
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experiencing severe mental health difficulties for which they were receiving 
treatment. Of the eight participants recruited, one participant was found to not be 
eligible on the latter grounds and their data was withdrawn. For ethical reasons, 
the researcher contacted the participant over the telephone to inform them as 
soon as possible, following the interview. As securing interpreters was not 
financially viable, it was necessary for all participants to speak English or to have 
a family member or friend willing to interpret. All participants that were referred to 
the project were English-speaking and did not request interpreting support.
Participant characteristics
Demographic data for each of the participants included in the study is given 
below. Information pertinent to the research question was also gathered as part 
of situating the sample and supporting a contextualised analysis. For example, 
by highlighting the variability in participants’ experiences of detainment (see 
Table 1). To preserve anonymity participants have been given pseudonyms and 
information has been presented using ranges and summary descriptions.
Table 1: Participant background information
Name Gender
Age
range
Place of 
birth
Years 
in UK
Relation 
to service 
user
Hours
caring
per
week
Number of 
MHAs
experienced
Anthony Male 25-34 England 25-34 Sibling 1-10 2
Patrice Female 45-54 Caribbean 30-40 Sibling 1-10 2
Lynetté Female 45-54 Caribbean 30-40 Parent 20-50 3
Yvonne Female 65-74 Caribbean 40-50 Parent 1-10 5
Theresa Female 45-54 Caribbean 30-40 Parent 50+ 1
Darryl Male 45-54 England 45-54 Uncle 50+ 2
James Male 55-64 Caribbean 50-60 Ex-partner 10-20 More than 5
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Development of research materials
Written materials
As part of enhancing the accessibility and appropriateness of the written 
information given to participants, the researcher worked closely with a ‘carer- 
consultant’ who was recruited via a local NHS group for black carers. The carer- 
consultant was of the same ethnic origin as participants and had experience of a 
relative being detained.
Interview schedule
A semi-structured interview was used as it offers participants the freedom to 
share, discuss and reflect on their experiences in their own way and is therefore 
ripe for collecting the rich and in-depth data necessary for I PA (Smith et al., 
2009). Smith et al. (2009) suggest that the semi-structured interview is used to 
follow, expand and deepen participants’ accounts. They recommend a loose 
agenda for topics that may or may not be discussed and a range of open-ended 
questions and prompts which, as far as possible, are not biased by the 
researcher’s theoretical assumptions (Smith et al., 2009). In conjunction with 
research supervisors, the carer-consultant and with reference to Lingard (2007), 
an interview schedule was constructed exploring six broad areas relating to the 
research question (see Appendix 4):
Participants’ overall experience and involvement with the MHA 
The personal impact of the assessment and detainment 
The positive and negative aspects of their experience 
Participants’ relationship with professionals during this time 
Participants’ relationship with their relative during this time 
How participants’ experience could have been changed.
In-keeping with the inductive stance of I PA, it was agreed that a question directly 
about the role of ethnicity might unduly influence participants’ accounts and that
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the researcher needed to remain curious about ethnicity without imposing it as a 
topic. Following a pilot-interview with the carer-consultant, the personal impact 
question was introduced earlier in the interview schedule (if it seemed 
appropriate) as a means of encouraging participants to reflect on their own 
personal experience, rather than focusing only on their relative.
The procedure
The interviews were conducted face-to-face with participants. They took place in 
private consultation rooms at the team base of their relatives’ mental health team 
or at an affiliated NHS site. Two participants were interviewed in their homes 
owing to transport difficulties and so the lone working policy within the respective 
NHS Trust was adhered to. Before beginning the interview, the researcher 
reviewed the information sheet with participants to assess their level of 
understanding and offer clarification. Participants were subsequently asked to 
sign a consent form (see Appendix 5) and fill out a background information form 
(see Appendix 6).
Participants were shown the interview questions beforehand and were informed 
that the interview was expected to last approximately one hour. In respect of 
participants’ experiential expertise, they were given more time to tell their story if 
needed (Smith & Eatough, 2007). Interviews ranged from 35mins to 1 hour 
40mins; with an average length of 1 hour and 6mins. At the end of the interview, 
participants were debriefed (Appendix 7), sign posted toward services for further 
support and asked if they wanted to be contacted about giving feedback on the 
results. Interviews were audio-recorded and subsequently transcribed, with 
personally identifiable information removed.
Analysis of data
The researcher completed the analysis before undertaking a review of the 
relevant literature, as a means of reducing potential bias and staying more
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grounded in participants’ accounts. Multiple sources were drawn upon to develop 
an analytic process which was personally intuitive to the researcher, whilst still 
true to IPA’s inductive and iterative stance (i.e. Dalles & Vetere, 2005; Smith et 
al., 1999; Smith et al., 2009/
The researcher selected the most engaging interview transcript and repeatedly 
read this in detail, as part of increasing familiarity with the data. Guided by Dalles 
and Vetere (2005), the transcript was transferred into the middle of a three 
column table. Descriptive comments about anything important in the text were 
made in the left hand column and personal and theoretical responses were noted 
in the right hand column. This allowed the researcher to remain firmly grounded 
within the data whilst illuminating the interpretative process (Dallos & Vetere, 
2005). In line with Smith et al. (2009), the researcher paid attention to content, 
language use and connections to personal experience, throughout this coding 
process.
Guided by the interpretations in the right hand column, the descriptive comments 
were grouped into themes; which were then clustered again according to the 
connections between them to create superordinate themes. A second and third 
transcript were analysed using this same process and then the superordinate 
themes were pooled across all three to create a set of master themes. The 
researcher chose to pool themes at the superordinate level in order to stay more 
grounded in the data, rather than adding another layer of interpretation and taking 
each transcript up to master theme level first (Dallos & Vetere, 2005).
The master themes were used to read down into the remaining four transcripts, 
as the researcher sought supporting quotes, new themes and disconfirmation of 
themes (Dallos & Vetere, 2005). The analytic process involved the re-naming 
and re-organising of themes and checking that these themes were still reflected 
in the data. The final list of master themes were selected not on prevalence
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alone but with regard to what might be more illuminating and/or clinically or 
theoretically interesting (Smith etal., 1999). With this in mind, the master themes 
do not attempt to be representative of the entire sample or to capture all aspects 
of participants’ accounts. A table was constructed to show the final master 
themes and the associated subordinate themes (see Appendix 11).
Ethics
The research was granted ethical approval by the University Ethics Committee, a 
local NHS Research Ethics Committee and the Research and Development 
Department for the NHS Trust from which participants were recruited. The 
amendment to the inclusion criteria was not considered to be substantial by these 
parties and so the original proposal still applied (see Appendix 8 for approval 
letters and correspondence). The referring care-coordinators were informed of 
who was taking part through a formal letter, as were participants’ GPs, with their 
consent (see Appendix 9). A discussion of the main ethical issues is provided in 
Appendix 10.
Evaluating the vaiidity of the study
The validity of this study will be considered in relation to the four principles set out 
by Yardley (2008) for evaluating the quality of qualitative research.
Sensitivity to context
This principle was demonstrated through a detailed consideration of the relevant 
literature when developing the research question and when making data-theory 
links throughout the analytic process. Thought was also given to the interview 
context and the potential power differential created by the researcher being a 
psychologist from a white, middle-class background. The researcher hoped to 
foster participants’ ability to talk openly by employing engagement skills as a 
psychologist and by providing them with opportunities to ask questions about the 
research and the researcher’s interest in it.
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Commitment and rigour
In addition to extensive grounding in the literature, the methodological capabilities 
of the researcher were enhanced through a number of processes. These 
included: developing a theoretical understanding of I PA through attendance at a 
qualitative research University study group, honing I PA interview skills through 
practice with the carer-consultant and learning about the practical implementation 
of analysis through consultation with supervisors. Rigour was further 
demonstrated by the careful selection of a homogenous sample (Smith etal., 
2009) and reflected in the decision to exclude data from one participant who did 
not meet the inclusion criteria.
Transparency and Coherency
The detailed account of research procedures given earlier is testament to 
Yardley’s (2008) concept of transparency; which relates to the clarity of the 
research method and analysis. Transparency was further demonstrated through 
a two-stage ‘mini audit' (Smith et al., 2009). The initial coding, themes and 
supporting quotes were given to the lead supervisor, following the analysis of the 
first three transcripts, and themes were amended if they were not found to reflect 
the data. A similar process was repeated again when the lead supervisor 
reviewed the master and superordinate themes from all transcripts and made 
some suggestions for alternative connections between them. Following advice 
from the MRP research panel at the University of Surrey, it was decided that the 
themes would also be discussed with the carer-consultant as a way of 
incorporating the perspective of someone with the same ethnic background as 
participants and with experience of caring.
Self-reflexivity is considered another component of demonstrating transparency 
(Yardley, 20008). The researcher’s relationship to the research area was 
illuminated through the use of a reflective journal and a peer interview at the
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beginning and end of the research process (Dallos & Vetere, 2005). Themes 
from the journal and interview have been incorporated in the section below on the 
‘interpretative framework of the researcher'. The mini- audit and approach to self- 
reflexivity also meet Yardley’s (2008) criteria of coherence. The former enhanced 
the coherency of the emerging themes and the latter bolstered the 
methodological coherency by being consistent with the hermeneutic stance of 
IPA (Smith et a/., 2009).
Impact and importance
Yardley (2008) argues that the validity of any research is ultimately determined 
by its usefulness and its potential to make a difference. This research offers a 
much needed insight into an under-researched area (i.e compulsory detainment 
under the MHA) in the context of government initiatives which are increasingly 
focused upon supporting carers and offering services that are sensitive to the 
needs of ethnic minority groups. As an IPA study, the focus is upon a local level, 
context-dependent analysis of a particular group of people (Smith et al., 2009). 
However, findings may be theoretically generalised across similarly defined 
groups (Yardley 2008) and combined with other studies as part of building wider 
research claims (Smith et al., 2009).
The interpretative framework of the researcher
Self-reflexivity from the researcher is necessary in demonstrating how their own 
position, values and experiences have shaped the research (Coyle, 2007a). This 
is considered an essential component of allowing the reader to both understand 
and evaluate research findings (Coyle, 2007a). To enhance this self-reflexivity, I 
will now refer to myself in the first person, in line with the qualitative research 
guidelines from Elliot et al. (1999) on ‘owning one’s perspective’.
I am a 27 year old female, who identifies with a white British, middle-class 
background. I locate my culture within my ethnic and socio-economic
Research Dossier: Major Research Project 174
background but also within the beliefs and traditions of my family of origin. My 
interest in working cross-culturally developed as an assistant psychologist 
practising in an ethnically diverse area of East London. At this time, I found 
myself in a social and cultural backdrop that differed hugely to my previous 
professional and personal experience. Working with families from black and 
minority ethnic backgrounds raised my awareness of issues relating to cultural 
diversity, power and the barriers to accessing mental health services. My work 
also highlighted the shared nature of people’s experiences across ethnic origin 
and culture, e.g. encountering stigma associated with mental health. This 
experience offered me a greater insight into the need for mental health 
professionals to engage in cross-cultural practice and to develop the 
competencies to talk about issues of culture and ethnicity in their clinical work.
My mother is a qualified social worker and an approved mental health 
professional and as a result I have been interested in the MHA since I was a 
young adult. I therefore knew something of the practicalities and legalities 
involved in the MHA before I started clinical psychology training. However, it was 
not until my first year when working in an inpatient mental health setting that I 
fully realised the emotional distress associated with the detainment process. I 
witnessed the psychological impact not only upon the person detained but on 
their family; for which there seemed to be little service provision. As someone 
who cherishes close family relationships, I was struck by the overwhelming sense 
of loss experienced by relatives during this time. My aforementioned experience 
as an assistant led me to be particularly interested in the experiences of people 
from black and ethnic minority groups who had been affected by the MHA, and to 
my subsequent engagement with the research literature in this area.
Giving consideration to the interview process, I have wondered what impact my 
being a white British researcher would have had for participants from a black 
Caribbean background. I was mindful that I belong to a majority ethnic group and
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that my research study had positioned participants in terms of their belonging to a 
minority group, with an assumption that their experiences might be in some way 
different. I wondered whether in doing so, some participants might have felt 
prompted into talking about ethnicity within their interviews, although only two 
people explicitly suggested this. At the same time, participants may also have 
doubted my ability to relate to their experiences on a cultural level and may have 
not shared as much about that had I been of the same ethnic origin. I was also 
aware of what I might have missed or have been less attuned to on account of 
my white British background. I hoped my interview preparation with the carer- 
consultant and subsequent discussions around issues relating to culture and 
ethnicity might have enhanced my ability to attend to these factors.
As a researcher and a professional, I was aware of the potential power 
differential set up in the room; perhaps further enhanced by my being from a 
majority ethnic group. The honesty and frankness which seemed to be conveyed 
in participants' accounts suggested that this differential may not have hampered 
their ability to speak openly about their experiences. However, I noticed that 
many participants talked in depth about their experience of mental health 
professionals and I wondered whether they had been connecting to me as a 
professional first, researcher second. As a woman, I also wondered whether the 
male participants had found it more difficult to share their emotional worlds with 
me. If so, this may have also been because of differences in socialisation and 
gender roles.
In terms of the analysis, I was aware of my potential to be more attuned to the 
negative aspects of participants' accounts due to my first year experience. I may 
have also found it harder to hear positive descriptions of the MHA on account of 
my own ideas about how unbearable I would find it to be separated from my 
relatives. I may have been more critical of professionals because of comparisons 
made with my mother’s practice; which I held in very high esteem. My theoretical
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orientation to systemic approaches may have left me more attuned to relational 
experiences and my interest in ethnicity may have brought certain aspects of 
participants’ accounts into greater focus. I held these things firmly in mind when 
undertaking the analysis to ensure that I reflected participants’ accounts as 
accurately as is possible when using an interpretative methodology.
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Results
Four master themes were developed from the analysis of participants’ transcripts 
and these were comprised of 11 subordinate themes (see Appendix 11 for table). 
In this section, I will discuss each theme with reference to the theory and/or 
research informing my interpretations. To own these interpretations, I will 
continue to refer to myself in the first person.
See Appendix 12 for an exemplar of the initial coding from one of the interview 
transcripts.
Master theme: Struggling for power In the relationship with professionals
Most participants described being uninvolved in processes surrounding their 
relatives’ detainment and this was attributed to a lack of information from 
professionals and an exclusion from decision-making. In response, some 
participants described seeking information from alternative sources or making 
official complaints. Others described their hopes for more collaboration with 
professionals and for greater acknowledgment as carers. My interpretation of 
these accounts was that participants were in a position of relative powerlessness 
in their relationships with professionals and were attempting to re-distribute 
power more evenly.
Subordinate theme: Powerlessness in accessing information
Most participants agreed that their relative needed to be detained under the MHA 
and had initiated the sectioning process, either via their relatives’ mental health 
team, GP, or, in one case, the police. Despite this, many participants felt that 
consultation from mental health professionals at the time of detainment had been 
limited.
...they said that this [MHA assessment] was something they had to do 
without family members or anybody else there. (Patrice)
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...them just ring you up and said to you that you’re daughter is being held 
on a section blah blah blah. Section that and she held there or she held 
there or she held there. Not that much information -  so you lost. (Yvonne)
Participants were not clear as to why they had not been more involved in this 
process; however, what seemed to be most concerning was their sense of being 
uninformed about the detainment and their legal rights as carers.
.. .it’s really a secret section, ya know what I mean ? ...I don’t know, I don’t 
know exactly what they did behind those closed doors while he was being 
sectioned. (Darryl)
We Just weren’t told what we could do, it was just more or less literally like, 
they were snatching the person from you and plonking them somewhere 
and you had no rights or nothing, you could Just view them and that was it 
really, and because no one of us had really had any experience at all in 
this area, it was Just very daunting this thing... (Anthony)
Like Anthony, most participants had no prior experience with mental health 
difficulties before their relative was first detained and there was a sense in which 
this further enhanced participants’ need for information.
You need to explain to people, especially if  they never had nothing to do 
with this, to tell them why you’re sectioning them. (Yvonne)
Throughout the detainment in hospital, many participants described the 
challenges they had encountered when attempting to access information about 
their relatives’ diagnosis, treatment and progress. For several participants this
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was attributed to professionals’ use of confidentiality and a tendency to withhold 
information.
.../ was being pushed away and this was used as confidentiality...you 
know in the name of confidentiality. (Lynette)
...you shouldn’t have to ask, they should get you involved. (James)
Bearing in mind Foucault’s (1980) assertion that knowledge is inseparable from 
power, I understood participants to be disempowered as a result of being 
uninformed about the detainment, their relatives’ care and their rights as carers. 
Participants were therefore in a position of relative powerlessness with respect to 
professionals and limited in what they thought they could do for their relative and 
in their ability to share their relatives’ experience.
Subordinate theme: Powerlessness in decision-making processes
Many participants’ described their exclusion from the decisions professionals 
made about their relatives’ care whilst in hospital and at the point of discharge. 
There was a sense in which participants saw themselves as merely passive 
recipients of professionals’ decisions, without the opportunity to voice opinions.
...it was literally like you had no contact in terms of what their decision, the 
decision making element of it. So, when they did call us in to sit down and 
tell us what they were going to do, it was like, ‘we are just calling you in to 
let you know what we are going to do’ and that’s it. (Anthony)
Like Anthony, Lynette described not being listened to by professionals, 
particularly when making suggestions about more holistic options to medication 
{the consultant was tunnelled visioned) and Yvonne talked about her exclusion
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from her daughter’s discharge {they did not tell me them discharging her or 
anything).
For some participants, the sense of exclusion was more explicit. Participants 
gave examples of being actively dismissed by professionals when voicing 
concerns about their relatives’ well-being and how their fears had subsequently 
come true.
...and nobody listened to me, and she went on to a mixed ward and lo and 
behold I was told that she said that she went in to a mixed ward, to a 
man’s room she had sex. (Lynette)
So I’ve rung up them several times and they didn’t take much notice so 
anyway she started to become unwell. (James)
There was a sense in which participants were voiceless in their relatives’ care 
and that professionals were the ones in a position of control over decision-making 
processes. I interpreted this as further contributing to participants’ sense of 
disempowerment, as their expertise and contribution as carers did not feel 
acknowledged or valued and they were left helpless to improve circumstances for 
their relative.
It should be acknowledged that there were exceptions to this theme. Theresa felt 
heard by professionals in her son’s mental health team throughout the 
detainment process. In addition, some participants also referred to exceptions 
where professionals had tried to be more inclusive of their opinions.
...they sit and listen. (Theresa)
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He just said like, it was basically like ‘if  you need anything, call me and 
we’ll see what we can work out. ’ (Darryl)
A few participants talked explicitly about doubting the decisions professionals had 
made about their relatives’ diagnosis, which led to their mistrust of the 
professionals involved in their relatives’ care. Yvonne wondered if her daughter 
was ‘depressed’ following childbirth and Darryl felt sure his nephew did not have 
‘mental illness’. Lynette described her struggle to get an independent second 
opinion of her daughter’s diagnosis after limited treatment success.
...I’m just thinking I have nobody in my family mad so how come she could 
be mad and schizophrenic? (Yvonne)
...I still can’t understand why one doctor would make the claim that he 
doesn’t know what’s wrong with him...and this next doctor come and bam 
miraculously he knows exactly what’s wrong, you know what I mean, how 
did he make his assessment? (Darryl)
We were referred to somebody within the system, the trust, within the 
hospital and to me that’s not an independent second opinion. (Lynette)
My interpretation was that these participants had been disempowered by the 
imposition of psychiatric diagnostic frameworks and the obstacles to questioning 
such diagnoses. I linked this to the potential for psychiatric diagnosis to be top- 
driven and based upon an ‘illness’ model of distress, which leaves little room for 
alternative conceptualisations. My interpretation was informed by the literature 
critiquing diagnostic categories on the grounds that they take a reductionist and 
medical approach to mental health which limits understanding and 
communication (Boyle, 2007).
Research Dossier: Major Research Project 182
Subordinate theme: Searching for power: taking action
Several participants spoke about the actions they had taken to address the lack 
of information provided by professionals. Anthony described undertaking 
independent research into the MHA and his rights as a carer, with a view to being 
more equipped to advocate for this brother. Being equipped with this knowledge 
also seemed to enable Anthony to begin approaching professionals for further 
information.
...after a while you just kind of arm yourself with knowledge, so if  this 
happens, what are my rights, what can I do for my relative, rather than just 
leaving them to do what they want with (Anthony).
...you start to read stuff and ask questions and stuff (Anthony).
Some participants talked about pursuing information about mental health more 
generally from the Internet or voluntary carer groups, in order to help them 
understand their relatives' diagnosis and treatment.
I checked the medication and get my other daughter to print off the 
Internet for me, then I read what the medication can do to you. So I just 
write them back and I tell him that ‘it’s not my daughter brain hallucinating 
it da medication you are giving hallucinating her’. (Yvonne)
But it is truly to me taking the initiative, thinking ‘where will I get the 
information?’ and jumping from one place to another and then eventually, 
when I got to the carer’s centre there’s where I started to get help, support 
and information. (Lynette)
In her search for knowledge, Patrice took a job as an administrator in a mental 
health team and found that professionals treated her more positively as a result.
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I work in the mental health service and although I’m not an actual 
professional, I ’m an administrator there so I know a lot yeah and then they 
change how they actually respond to me. (Patrice)
My overall interpretation of these accounts again draws on the close relationship 
between knowledge and power (Foucault, 1980). To me, it seemed that 
participants were engaging in a personal process of self-empowerment through 
taking action and developing greater understanding of their relatives' difficulties 
and their rights as carers. This, in turn, allowed participants to be more confident 
in pursuing information from professionals, and, as in Patrice's case, to be 
afforded greater status.
Yvonne was the only participant to describe using the complaints system. She 
regularly wrote letters to services about the treatment of her daughter throughout 
her daughter's five detainments.
I used to complain. What else must they do to her? If I did not complain 
she would be like vegetable, she would be like cabbage, if  I didn’t. 
(Yvonne)
Yvonne's use of metaphor conveyed a strong sense of her fear that her daughter 
would deteriorate whilst on the ward and this was presented as a justification for 
her letter writing. Yvonne seemed to be searching for greater power by using the 
complaints-system as a vehicle for getting responses to her concerns from 
professionals.
Subordinate theme: Searching for power: collaboration & acknowledgment 
Many participants described their hopes to work together with professionals 
throughout and following their relatives' detainment.
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It seems a natural thing that one couid be able to work together and 
express things. Maybe that needs to be encouraged more, you know? 
Families and professionals working closer together. It seems like this 
them and us thing which I don’t like. (Lynette)
Lynette reflected on the polarised relationship between families and professionals 
{them and us) and like other participants, she suggested that this gap might be 
closed by greater involvement of carers, for example, at the point of detainment, 
during ward meetings and following discharge.
...the meetings we could sit in but sometimes you had to kind of arrange it 
and say look can and I come and they said oh yes you can. Sometimes 
you have to invite yourseif or ask if you could come along. (Anthony)
.. .you need to keep in touch with families and carers and that just so that 
you know the family dynamics. So that you know what’s going on. I think 
that you get a better determination of you know, if  a person is really 
relapsing, you know. (Patrice)
The need for greater communication between carers and professionals was a 
particularly prevalent theme within Patrice’s account, as she believed that poor 
communication had been responsible for her sister’s act of self-harm and 
subsequent detainment.
My interpretation of these accounts was that participants were expressing a hope 
for greater collaboration with professionals; by way of improved communication 
and involvement in the processes surrounding their relatives’ care plan. To me, 
this seemed an important mechanism for providing participants with a ‘voice’ in
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their relatives’ care and for a more balanced distribution of power in the 
relationship with professionals.
Two participants talked specifically about wanting to be formally recognised as 
‘carers’ and it was hoped that this would increase communication with 
professionals.
They should know that this guy here is his carer, so when I come in Tm not 
coming in like the mum bringing him some soup...Tm coming in as the guy 
who looks after him when he is out o f here, you know what I mean and 
that’s what they should do, say to me ‘you know [name of relative] done 
this week...’. (Darryl)
I don’t think there was sufficient o ris  sufficient communication sometimes 
to carers that are not 24/7 involved in the patient’s life you know. That’s 
my big thing because you know, sometimes patient lives on their own, 
they’re running their own lives but you are still their carer. (Patrice)
Darryl and Patrice seemed to be defining the concept of being a ‘carer’ and 
calling for this to be distinct from the role of family member and from traditional 
notions of 24/7 caring. My interpretation was that participants were searching for 
greater acknowledgement as ‘carers’ and that this was a means to acquiring 
greater status, and therefore, power in their relationship with professionals.
Master theme: Ethnicity and beyond: Prejudice, inequality and other 
contextual factors
Most participants commented on the issue of ethnicity throughout their interviews. 
Some talked about how their ethnicity might have impacted upon their 
interactions with professionals and the impact of their relatives’ ethnicity on 
treatment. Other participants talked about the ways in which ethnicity was
Research Dossier: Major Research Project 186
perceived to be less of a defining factor in people's experiences of mental health 
services. Participants varied in the terms they used to describe ethnicity and the 
language I use in this section reflects this.
Subordinate theme: Ethnicity as a factor
Two participants talked about how ‘being black’ may have impacted on the way 
professionals interacted with them as carers. Patrice reflected on how she might 
have found it more difficult to ask professionals for information about her relative 
as a black woman, had she not been working in mental health.
.../ hate saying this because, but it is to do with being black. (Patrice)
Patrice linked this to the negative racial stereotypes held by professionals that 
can limit opportunities for communication and information-sharing. These 
stereotypes were considered to function regardless of professionals’ ethnic origin, 
and there was a sense in which Patrice saw these perceptions as a reflection of 
wider societal perceptions of black people.
...sometimes with black people you know they, we have a feeling we are 
spoken to as if we are not very knowledgeable about anything...I think 
sometimes and Tm not talking oh from white people I ’m talking right across 
the board. Even some black people talking to you as if you don’t even 
have a clue or for crying out loud, you know you are a waste of time and 
um, so you’re not getting information and if you become, if  you really start 
they think you then becoming aggressive and I think that’s just a stereo 
type of us. (Patrice)
Yvonne expressed a similar concern over the potential for differential treatment 
from professionals, when considering why her request for her daughter to be 
privately treated was dismissed. Yvonne seemed to speculate on the potential
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impact of her ethnicity, by imagining how her experience might have been 
different as white person:
I dunno, because if  I was a white person, I dunno. If I was a white person, 
wouldn’t they take notice? (Yvonne)
Some participants explicitly acknowledged the inequalities faced by minority 
ethnic groups within mental health services. As what seemed to be a reflection 
on my research question, James acknowledged the over-representation of 
African Caribbean service users in the mental health system
...you are interviewed about African Caribbeans. I know there is a lot of 
them in the system. (James)
This did not seem to be a concern for James, who subsequently went on to 
discuss how the experiences of service users are defined by factors other than 
ethnicity (see subtheme: ‘Looking beyond ethnicity’). However, for other 
participants, knowledge of inequalities within services caused unease when 
thinking about the treatment of their relative. Anthony speculated upon whether 
his brother’s detainment had been more likely on account of him coming from a 
black and minority ethnic group.
...you here...erm, just stories...erm, I think within this article, where it said 
that blacks or people from ethnic minorities are more, they’re more likely to 
be detained under the mental health act, as opposed to our white 
counterparts, our white neighbours, and your thinking has this happened in 
this case then? (Anthony)
Similarly, Yvonne described her concern that her daughter was not being given 
talking therapy as a black person and linked this to research:
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Participant: No. Black mental they detain, they don’t treat. Very real - but 
you can check out and see if them give it to them.
Researcher: What do you mean by check it out?
Participant: In the research or in the service and find out. (Yvonne)
Anthony was the only participant to talk explicitly about culture. This seemed 
linked to a concern about the cultural competency of white professionals when 
understanding the behaviour of his brother as a black man.
.../ think one of the issues forme, and I’m not a racist. I ’m just like, o ka y -  
do you understand his culture? Do you understand his culture? Because 
some of things that my relative would do, we would accept as normal and 
they would assume well that’s not right, you know...I mean we were seeing 
white professionals, you know, and you’re thinking, well do they 
understand that this person’s o f a black origin? (Anthony)
My overall interpretation of these accounts was that ethnicity was a factor in 
participants’ experiences. However, there was a sense in which participants’ 
were engaged in a speculative process about this, indicated by the number of 
questions they posed and the use of terms such as I ‘think’ and I don’t know’. 
Multiple interpretations of these findings are possible. Participants may not have 
felt able to talk explicitly about these issues on account of me being a 
psychologist or a white researcher or they may have been concerned about 
negative social evaluations (‘I hate saying this’ or ‘I’m not a racist’). The 
interpretation that I offer acknowledges the influence of these factors, but also 
suggests that participants’ accounts mirrored the wider discourse and realities 
around racial prejudices and institutional discrimination prevalent within mental 
health services (see Fernando, 2009b).
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Subordinate theme: Looking beyond ethnicity
A few participants seemed to engage in a process of considering ways in which 
ethnic origin was not necessarily a defining factor for people within mental health 
services. There was considerable variation amongst these accounts, which 
reflected the diversity within this subtheme.
After reflecting on the over-representation of African Caribbean service users in 
the mental health system, James went on to consider how the experience of 
female service users may be similar regardless of ethnicity.
...it seems like not even African Caribbeans, it’s like a lot o f these woman 
they are not ill and shouldn’t be there. Maybe they have got some slight 
depression illness and they end up in the hospital and then they become 
worse... (James)
James may have talked specifically to the experience of female service users on 
account of his own experience caring for his female ex-partner. In doing this, 
there was a sense in which James looked beyond the issue of ethnicity and 
toward the influence of gender on interactions with services. This interpretation 
connects with the work of Ussher (2010) on gender inequalities and the 
‘médicalisation of women’s misery.’
Like James, Lynette began talking about the issue of ethnicity by reflecting 
specifically on my research question:
...I don’t know, it says African-Caribbean, I mean, Caribbean person’, I 
don’t know if  there’s a difference. (Lynette)
On considering this further, Lynette thought there ought to be more of a focus on 
how carers and their relatives could find a sense of community during difficult
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times and that this was not something that could be solely defined by ethnic 
origin.
...you might have a church community, a community from your street. So 
community is a different bag, to be abie to feel a sense of belonging...and 
to be able to feel that ‘look if something goes wrong I can have that 
help’... To me that is not necessarily an ethnicity thing. (Lynette)
My interpretation of Lynette’s account was that she was looking for a more multi­
dimensional understanding of how people define their sense of belonging, one . 
that was not necessarily confined to ethnic origin. Lynette later described 
missing the support of her family and friends living in the Caribbean and 
described this network as her ‘community’. However, as indicated in the 
quotation above, she acknowledged the need for services to look beyond ethnic 
communities and consider alternative social contexts in which people might find 
support.
In some ways Darryl might be considered as making a journey from the above 
subtheme (‘ethnicity as a factor’) to this subtheme (‘looking beyond ethnicity’). 
Prior to his nephew’s detainment, Darryl believed mental health services to be 
dominated by white people (i.e. professionals and service users) and was 
concerned about putting his nephew into ‘white hands’. However, Darryl came to 
realise that black people both worked in and used mental health services.
...not a lot o f black guys say ‘yeah I work in mental health’ or whatever...! 
weren’t aware that there were so many black people who was in ‘ere who 
had got mental illness, you know at that time... I think because everything 
had been so to speak ‘normal’ for me up until [name of relative] got ill, I 
hadn’t really looked at what was going on in my community...in regards to 
people having nervous breakdown and all o f that, you know, my initial
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thinking was, so to speak prehistoric kind of thing, I realise that more now. 
(Darryl)
Darryl’s prior perception of mental health as a ‘white’ issue might have reflected 
the way in which mental health difficulties can be largely hidden in black 
communities, on account of stigma (Ferns, 2009). There may be many 
interpretations of Darryl’s account. My particular interpretation is that Darryl was 
engaged in a reappraisal of how he understood ethnic groups to be represented 
in the mental health system. In turn, he found himself looking beyond ethnic 
divisions to see how mental health was both a ‘white’ and ‘black’ issue.
Master theme: Experiencing distress as a carer
Participants described the distress they experienced caring for their relative when 
they were assessed and detained under the MHA. Participants described a 
range of emotional responses at the point at which their relative was detained 
and these seemed to be underpinned by a range of meanings attributed to this 
event. Many participants described the distress they experienced as a result of 
seeing and knowing that their relative was in distress throughout the process of 
sectioning and whilst on the ward. For some participants, the experience of 
perceived stigma in their community appeared to heighten the personal impact by 
limiting opportunities for social support.
Subordinate theme: The meaning of the detainment
Most participants talked about the personal and emotional impact at the time their 
relative was sectioned and this varied considerably across accounts. Some 
participants expressed a sense of relief at the point their relative was detained 
and this was largely attributed to knowing that their relative would be accessing 
help.
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As I said, it was a relief because I know he gettin’ umm, he’s gettin’ help 
you know. And the stress was off me cos he wasn’t at home is it? 
(Theresa)
The best place for her is hospital until she is sorted out, because if she’s 
so bad on the road or she is a danger to herself, it comes worse doesn’t it. 
(James)
For these participants, there was a sense in which the detainment was seen as a 
form of respite from the emotional distress of trying to manage the situation on 
their own and as a means of preventing their relative’s relapse. This may reflect 
the different contexts in which the respective detainments took place; for Theresa 
it was the first and only detainment of her son; whereas James had experienced 
his ex-partner being sectioned more than 5 times over the past 18 years.
For some participants, the detainment of their relative seemed more strongly 
connected to feelings of guilt, as it signified their inability to prevent their relative 
reaching crisis.
The detainment for me you know, it just rammed home that [name of 
relative] was really seriously, seriously ill and maybe I got to the point o f 
being a bit complacent until she did that, ‘cause I thought yeah yeah things 
are going fine. (Patrice)
...feel terrible because I thought ‘why didn’t you at that time, you know, 
start reading around mental health and start getting knowledge of mental 
health’. I never experienced it in my life and didn’t know anybody in my 
family with it, so I didn’t have any inkling at all. (Lynette)
Research Dossier: Major Research Project 193
To me, there was a sense in which both Lynette and Patrice had been impacted 
upon by the dilemma of feeling responsible for their relatives’ well-being but being 
unable to identify the early warning signs of their relatives’ deterioration.
For others participants, the detainment was a source of considerable 
apprehension. This seemed to be linked to their sense of unfamiliarity with 
mental health services and the media depictions of services as dangerous.
Nobody in our immediate family or extended family that is known of, has 
ever had any association or dealings with this, you know, it was completely 
new, and erm, it was quite scary as well. (Anthony)
Put it this way, the only visions of mental health and all of that is like films 
like One Flew Over the Cuckoos’ Nest, so I saw that now, so I ’m thinking 
‘rarrggh is that how things go in there?’ (Darryl)
Subordinate theme: Vicarious distress of relatives’ experiences 
Most participants described the personal impact of caring for their relative. The 
demands of caring were associated with poor physical health, financial burden 
and the stress of balancing the caring responsibility with other family and work 
duties. Participants touched upon these experiences only briefly, whereas a 
much greater focus was given to the personal impact of knowing that their 
relative was in distress.
...when you section and when you go to the hospital and the person is 
screaming to get her out, like it’s a prison, do you understand that, that 
makes you feel sad...the person is in distress. (James)
...their actual skin was drying up because of what they were taking and at 
the time your thinking ‘god almighty what’s happening here’. Do you know
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what I mean? Are they just drugging you and leaving you, you know, 
you’re thinking, it was, it was horrible, actually horrible. (Anthony)
I’m worried about my daughter’s hygiene when she’s in hospital and so 
forth and things. Sometimes she was frightened because she say the 
bathroom is not clean and stuff. It does get you down. It drains you. 
(Yvonne)
Other participants described the emotional impact of their relative becoming 
unwell and reaching crisis prior to the point of detainment.
She was having audible hallucinations which were very distressing and at 
home I would see her try to cope with it. It’s upsetting, it’s painful.
(Lynette)
She set herself alight for crying out loud. I just couldn’t believe it. I 
couldn’t get over the fact that um, how much pain she must have been in. 
(Patrice)
Overall these accounts highlighted the potential for participants to be emotionally 
affected and in Patrice’s case, perhaps traumatised, on account of witnessing 
their relatives’ difficulties prior to detainment and during hospitalisation. My 
interpretation of these accounts was that participants were describing their 
experience of vicarious distress: the emotional pain experienced via their 
relatives’ distress. Lynette’s comment about her daughter captures this 
particularly well: I feel what she feels. And it hurts.
It should be acknowledged that some participants described a sense of 
contentment with their relatives’ treatment whilst on the ward. This might indicate
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the absence of any associated distress and therefore could be seen as a 
negative case of this theme.
All I see positive; he’s getting better. (Theresa)
...gradually seeing her getting better, yeah. (James).
The experience of stigma
Some participants talked about personal impact of the negative perceptions that 
surrounded mental health difficulties within their communities. For two 
participants, this presented a barrier to sharing their experiences with people 
outside of their family.
...When you say [name of mental health hospital], people think they are 
crazy, they are out o f their minds, their you know wearing a ballerina outfit 
or what have you, which is just not the case, but you couldn’t, I didn’t, I 
mean there’s people that have known of my relative and they have asked 
questions but you kinda avoid the questions and erm...you only really talk 
amongst your family. (Anthony)
...the church has been supportive to a certain degree but people with 
mental health problems, even in my church, are not treated and you know, 
given the humanity that they should. I ’ve seen it recently. So, erm, I have 
to be careful. (Lynette)
In these accounts, there was sense in which participants needed to conceal their 
relatives' mental health difficulties from others and that they were socially isolated 
as a result. I found Lynette’s account particularly poignant as it seemed to 
highlight how negative responses were found in communities where they are less 
expected, such as the church.
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For Theresa, the need to conceal her son’s mental health difficulties due to 
negative perceptions in the community was heighted by her fears about the 
public visibility of the sectioning process.
...if people know that you’re mad or you’re going to the hospital, they have 
something to say, you know, ‘oh look at that mad person’ , they are, 
people have negative things to say about people who sick... we didn’t want 
everybody to know, people outside. (Theresa)
As a result, Theresa described an initial reluctance to contact her son’s mental 
health team for help. However, to her family’s relief, the detainment was carried 
out without the public display that she had imagined.
My overall interpretation of these accounts was that participants were describing 
the personal impact of the perceived stigma attached to their relatives’ mental 
health difficulties. Participants’ accounts highlighted how their association with 
their relative led to their social isolation and secrecy. My interpretation was 
informed by Mehta & Farina’s (1988) conceptualisation of the ‘associative stigma’ 
experienced by family carers (cited in Corrigan & Kleinlein, 2005).
Master theme: Commitment to the care giving relationship
Most participants talked about the nature of their care giving relationship with 
their relative. Most participants described their experience of being blamed, 
accused and in some cases, threatened by their relative. The impact of these 
challenges on the care giving relationship varied; however, common across 
participants’ accounts was a sense of their commitment to their caring 
responsibility. Participants talked predominantly about how they had supported 
their relative after their discharge from the ward and expressed their dedication to
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their relative’s recovery. The way in which participants defined their role in their 
relatives’ progress varied from practical interventions to social facilitation.
Subordinate theme: Managing challenges in a familial relationship
Most participants described how their relative had blamed them for the 
detainment, and this seemed to be regardless of whether participants had 
requested or agreed to it.
Sometimes she was agitated with me and, sometimes, she was to blame 
and say she don’t want to see me but when she ready she want to see me. 
(Yvonne)
As indicated in Yvonne’s excerpt, there was a common sense of participants’ 
acceptance and patience when managing this blame. However, Anthony 
described a particularly helpful interaction with one ward staff member who 
normalised being blamed and offered to take responsibility for the detainment.
...she said ‘look it’s a normal thing, we are here for them and I tell you 
what when they come over. I ’ll explain to them xyz and if  they want to 
blame me then I would be glad to take the blame, that’s not a problem’.
So they showed compassion and they also showed understanding. 
(Anthony)
Many participants described challenges to their relationship at the point at which 
their relative had been discharged back home or to their own accommodation. 
Some talked about their relative making accusations about them, either 
personally to them or via their relatives’ care-coordinator.
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...so when she will come out, and you’re at home with one of the 
daughters say, she will start saying things...yes, so sometimes that gets to 
you. (James)
...a care-coordinator come and had a talk with my daughter in the room 
and... it was later that I heard that there was an accusation of me hitting 
her. (Lynette)
James described his anger regarding the repeated accusations from his ex­
partner about him mistreating their daughter. However, he expressed his 
commitment to his caring role nonetheless. Similarly, Lynette seemed to remain 
committed to maintaining a strong relationship with her daughter despite the 
accusations leading to safeguarding procedures.
I took it in my stride, isn’t it? (James)
I try not to think o f the things that happened along the way. I know that 
much of it we weren’t in control of. (Lynette)
Two participants described experiencing threats from their relatives. Patrice 
described giving her sister more space after learning from the care-coordinator 
that her sister had thoughts about harming her. Darryl described threats of 
physical violence when supporting his nephew to get his depot medication.
Whilst these incidents had created some distance in the relationship with their 
relatives; both participants expressed their continued commitment to caring.
...[name of relative] got little bit o f animosity towards me, you know what I 
mean. But as long as he gets better, that’s all I care about. (Darryl)
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She comes and sees me, you know, my relationship with her is 
determined by her rather than me forcing, before I used to force it.
(Patrice)
My overall interpretation of these accounts was that participants were managing 
challenges that could have potentially ruptured the relationship with their 
relatives. However, the relationship seemed to be protected by participants’ on­
going acceptance and understanding. I interpreted their approach to these 
challenges as reflecting their sense of commitment and responsibility as family 
members. This seemed to be indicated by the way nearly all of the participants 
positioned themselves throughout various points in their transcripts.
...you’s a mum. (Theresa)
...you love your family, you can’t, you know, no matter how much you’d like 
to say one day forget it, you don’t. (Patrice)
Subordinate theme: Supportina the process of recovery
Participants’ relatives were described as being at various stages in their recovery. 
Theresa described her son as ‘back to himself following his first and only 
detainment and Patrice described her sister as ‘flourishing’ but prone to ‘ups and 
downs’. For the remaining participants, there was a sense in which they still felt 
engaged in a recovery journey and with varied levels of hope about this.
...over the years you then become, that she is never going to get better 
isn’t it...she can only keep better by the medicine. (James)
...the consultant in the team said she has a serious mental health problem, 
she wouldn’t recover from...I don’t feel it’s completely true -  seen a lot of
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people from mental health problems even for years and they recover from 
it and that’s what I’m helping daughter to work out. (Lynette)
...I’m expecting [name of relative] should be better now, should be more 
back on par and everything... The fact that it’s taking so long, they’re saying 
they’re giving him injections for life and all o f dat, that has made me 
despondent. (Darryl)
These accounts seemed to highlight the potential for participants’ hopes for their 
relatives’ future to be influenced by previous experiences of their relative being 
unwell and by messages from professionals. For many participants, it seemed 
that these hopes were attached to the notion of symptom reduction and their 
relatives’ return to ‘normal functioning’ (e.g. ‘back on par].
Despite varied hopes about recovery, nearly all participants described their role in 
supporting their relatives’ well-being following discharge from hospital. For 
several participants, this was largely in terms of practical support, such as 
addressing their physical health needs and encouraging medication compliance.
I believe, as I said, exercise, eat healthy, a good night’s sleep, that is very 
good for when you are unhappy. (Yvonne)
So all I do is say, ‘did you take medication?’ He said yes. And if  I’m not 
happy. I’ll let him show me the packet. (Theresa)
Other participants expressed a greater emphasis upon their role in facilitating 
their relatives’ independence in managing their health, finances and daily activity. 
Although, participants found this difficult to balance with their tendency to be 
heavily involved in their relatives’ care.
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It’s trying to balance risk with not being over protective and giving her the 
space to, you know, for her to take control o f her life. (Lynette)
I needed to back off o f [name of relative] really, I really did need to, you 
know, and not be there throwing my weight around, demanding that she 
does things. She needed to be her own woman. (Patrice)
Some participants also described their role in facilitating positive social networks, 
for example, re-connecting them with family members or protecting them from 
negative influences.
She would come every weekend and that’s one of the reasons she kept 
well, because what happened was um, she was able to come to my house 
and stay with the children at the weekend. (James)
I ’m not gonna have him selling crack on the road and doing stupidness 
with people, going and, like certain guys wanna having him selling weed. 
(Darryl)
Overall, I understood participants to be engaging in a process of supporting their 
relatives' recovery. In these roles, participants appeared to reflect the multi­
faceted nature of recovery within mental health; symptom reduction (via use of 
medication), the promotion of physical health, the facilitation of independence 
and the encouragement of positive social interaction. My interpretations were 
developed in the context of my knowledge around the recovery framework; which 
espouses a personal and varied process of recovery and goes beyond just 
symptom reduction (Anthony, 1993).
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Discussion
This section discusses the main findings in light of the research question and in 
the context of relevant research and theory. This is followed by a consideration 
of the clinical implications and a critique of the study with suggestions for further 
research and final reflections.
Addressing the research question
The question this study aimed to explore was:
How do black Caribbean carers experience the assessment and detainment of 
their relative under the MHA ?
Four main themes emerged to address this question. I shall explore each theme 
separately before considering how the overall findings relate to carers from other 
ethnic groups. Throughout this discussion I remain mindful of the danger 
inherent in ethnicity research; that is, the overemphasis of differences based on 
ethnicity classifications (Bradby, 2003). As such, within this discussion I only 
explicitly consider the impact of ethnicity when raised directly by participants. 
Otherwise, I make only tentative links to ethnicity and only when it is indicated by 
relevant research.
Struaalina for power in the relationship with professionals
A predominant theme across participants' accounts was their relationship with 
mental health professionals. These interactions were defined by an uneven 
distribution of power; in which there were limited opportunities for accessing 
information and for involvement in decision-making processes.
There are many definitions of power. Tew (2002) has offered a relational 
definition, describing power as a: ‘social relation that may open up or close off 
opportunities for individuals or social groups’ (cited in Tew, 2006, p.41).
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Following the lead of Wilkinson & McAndrew (2008), the relationship between 
power and carer involvement can be conceptualised according to Hickey & 
Kipping’s (1998) ‘participation continuum’ (see Introduction). According to this, 
many participants in this study were in a position of relative powerlessness as a 
result of not reaching the first position of information provision. Consequently, 
participants sought to empower themselves by searching for knowledge 
independently, as found in other studies (e.g. Sin et a!., 2005) and by calling for 
greater collaboration with professionals; akin to the ‘partnership’ position on 
Hickey & Kipping’s (1998) continuum. These findings accord with existing 
research relating to compulsory detainment. Carers have described being 
uninformed about the MHA and its processes (e.g. Lloyd & Carson, 2005), being 
excluded from decisions about the use of the Act and treatment plans for 
relatives (e.g. Marriot et al., 2001; Adams & Hafner, 1991) and subsequently 
feeling powerless to help their relative (e.g. Clarke, 2006).
Possible explanations given to account for a lack of carer involvement vary. 
However, a frequently cited barrier, as highlighted in this study, is professionals’ 
use of confidentiality (e.g. Pinfold et al., 2004). Gray et al. (2008) conducted 
semi-structured interviews with senior staff members across mental healthcare 
services. Interviews revealed that many professionals struggle with the ambiguity 
of confidentiality policy and how best to balance the involvement of carers with 
the need to protect service user privacy. As a result, confidentiality was often 
used as a ‘smoke-screen’ to avoid the complexities of information-sharing with 
carers (Gray et al., 2008).
Another barrier to involvement highlighted by some participants in this study was 
the exclusion from decisions around diagnosis. It was unclear how participants 
understood their relatives’ distress; however, they clearly disagreed with notions 
of ‘illness’ and ‘schizophrenia’. There are many possible interpretations of these 
findings, in connection with Kleinman’s (1980) ideas, participants might have
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held explanatory models that differed from the biomedical conceptualisation 
inherent in psychiatric diagnosis (cited in McCabe & Priebe, 2004). According to 
research from Stone & Finlay (2008), disagreement with diagnosis might also be 
a reflection of the mistrust between black Caribbean communities and services. 
Whilst these interpretations are possible, it is important to acknowledge that 
challenges to the validity and reliability of diagnostic systems are widely shared 
and do not necessarily revolve around ethnicity (e.g. Boyle, 2007). The 
overarching conclusion is that carers may benefit from being more involved in 
conversations around diagnostic decisions. This is in-keeping with research 
highlighting how carers often struggle to make sense of diagnosis as a result of 
inadequate consultation and explanation from professionals (Sin et a!., 2005).
Ethnicity and beyond: Prejudice, inequality and other contextual factors
People from black Caribbean communities have described a fear of racial 
stereotyping and discrimination in mental health services (e.g. McClean et al., 
2003). A few participants in this study shared similar fears, for example, they 
wondered whether their suggestions had been dismissed by professionals on 
racial grounds and whether interactions with professionals might have been 
limited due to stereotypes of black people as aggressive and ignorant. Drawing 
on the work of Pinel (1999), these accounts might reflect a high level of ‘stigma 
consciousness’: the expectation of being judged according to stereotypes.
‘Stigma consciousness’ is considered to be particularly prevalent within minority 
ethnic groups, on account of experiences of exclusion and prejudice (Pinel,
1999). This does not suggest that perceptions of being stereotyped are 
unfounded; rather, Pinel (1999) acknowledges that individuals with high ‘stigma 
consciousness’ are more likely to report real acts of discrimination. However, the 
concept is valuable in illuminating the need for services to address carers’ 
perceptions of discrimination, which are likely to have a negative impact upon 
relationships with services.
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Two participants speculated on the potential for discriminatory treatment of their 
relative and made explicit reference to knowledge of inequalities faced by 
minority ethnic groups, e.g. higher rates of detainment and more limited access to 
psychotherapy within ethnic minority groups (DoH, 2005). These accounts echo 
the widespread concern about institutional racism in mental health services 
(Karlsen & Nazroo, 2002) and are in-line with the perception of racism in services 
reported by black Caribbean carers and communities (McGovern & Hemmings, 
1994; McClean et a!., 2003). Of note, participants made reference mostly to 
racial designation (i.e. being ‘black’) and little attention was given to Caribbean 
heritage. This differs from research highlighting that people from black 
Caribbean communities want greater recognition as a culture, not just as a ‘race’ 
(McClean et al., 2003).
It was not clear if participants in this study had raised concerns relating to 
ethnicity with professionals. Keating et al. (2002) completed interviews with 
professionals from a range of ethnic backgrounds regarding the relationship 
between services and black Caribbean communities. They found that 
professionals were fearful about talking about ‘race’ and culture within their 
practice and concluded that silence around these issues might limit opportunities 
for service users, families and carers to raise respective concerns.
Ethnicity was not considered to be a defining factor for the remaining participants 
in the current study. One participant described his interaction with services as 
highlighting how mental health was both ‘black’ and ‘white’. One participant 
focused upon gender as a defining factor; echoing Ussher’s (2010) work on the 
‘médicalisation of women’s misery’ by describing how women’s experience of 
‘slight depression’ is unnecessarily pathologised and treated in services. Another 
participant placed particular emphasis upon the importance of developing social 
support networks for service users and carers. In accordance with Fernando 
(2010), this account highlighted how a person’s sense of social belonging might
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be defined by identities in addition to their ethnic origin, e.g. as a neighbour or a 
church member. Taken together, these accounts highlight the importance of 
considering shared experiences across ethnic groups and of richer notions of 
diversity than ethnicity alone. This connects with Falicov’s (1983, 1988) 
multidimensional definition of culture in which a persons’ sense of membership is 
defined not just by ethnicity but by a range of contextual factors, such as gender, 
geography, faith community and so on (cited in Falicov, 1995).
Experiencing distress as a carer
Participants in this study varied in their emotional response towards the 
detainment. In accordance with other studies, some found it a source of relief 
from care-giver distress (e.g. Hallam, 2007) and some a source of guilt (e.g. 
Lingard, 2007); whereas for others it was a source of apprehension. In 
accordance with Lingard (2007), a particularly striking finding within this study 
related to participants’ experience of vicarious distress. This was a result of 
seeing their relatives struggle to manage their difficulties, undergo detainment 
and encounter negative experiences on the ward. The notion of vicarious 
distress seems to have been given little attention within the large body of 
literature focusing on care-giver burden. However, this study, together with more 
recent research suggests that this might be one of the major sources of distress 
for carers. For example, carers in Askey et ai. (2009) described poor standards 
of inpatient care as a main concern and argued that the needs of carers and 
service users are inseparable. If carers feel excluded and unable to help, as 
reported by participants in the current study, it would follow that the experience of 
vicarious distress may be particularly heightened.
Some participants described the experience of associative stigma on account of 
their relative having mental health difficulties and being hospitalised (Mehta & 
Farina, 1988, cited in Corrigan & Kleinlein, 2005). These participants described a 
need to conceal their relatives’ mental health difficulties due to concerns over
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stigma in their community, which enhanced the strain upon them. This can be 
understood according to Folkman and Lazarus’ (1984) model of stress and 
coping, which proposes that capacity for coping with stress is reduced in the 
absence of social resources (cited in Knudson & Coyle, 2002). Keating et al. 
(2002) argued that stigma is greater within black Caribbean communities on 
account of pre-existing negative racial stereotypes and that this can lead to 
further delays in accessing help. Whilst one participant in the current study 
described reluctance to initially access help from services due to perceived 
stigma, stigma was not linked to racial stereotypes by any of the participants.
Commitment to the care giving relationship
As found in the literature, many participants described being blamed by their 
relative for the detainment (Carers UK, 2002) or being exposed to accusations or 
threats (Vaddaki et al., 1997). Whilst this was distressing at times, nearly all 
participants demonstrated an on-going commitment to their caring role, which 
seemed linked to their sense of family duty. A strong sense of family 
responsibility has been described as ‘familism’: a cultural value particularly 
prevalent within ethnic minority groups (Knight et al., 2002 cited in Knight & 
Sayegh, 2010). However, a sense of family responsibility does not necessarily 
revolve around ethnicity. For example, Lawrence et al. (2008) explored the 
attitudes of dementia care-givers from black Caribbean, south Asian and white 
British groups and found that only half of the black Caribbean sample expressed 
a strong emphasis on kinship responsibility. A particularly pertinent finding from 
Lawrence et a/.’s (2008) study was that carers with a stronger sense of familial 
responsibility were found to be at greater risk of neglecting their own needs. This 
echoes participants in the current study who appeared to focus on the distress of 
their relative, rather than their individual needs (i.e. see subtheme ‘vicarious 
distress of relatives’ experience’).
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Most participants described their roles within their relatives’ recovery following 
discharge from hospital. There has been a growing focus upon developing 
mental health services which are underpinned by the concept of recovery:
‘...a deeply personal, unique process of changing one’s attitudes, values, 
feelings, goals, skills, and/or roles. It is a way of living a satisfying, 
hopeful, and contributing life even with limitations caused by illness.’ 
(Anthony, 1993, p.527)
Slade (2009) makes the distinction between personal recovery (as described 
above) and clinical recovery; which has developed from professional notions of 
symptom reduction. It would appear that many participants in this study were 
adopting the conceptualisation of clinical recovery; that is, their relatives’ recovery 
‘from’ mental ill health. This perspective, together with professional explanations 
of their relatives’ difficulties as life-long, seemed to influence the extent to which 
participants felt hopeful about their relatives’ recovery. Whilst it is important for 
professionals to be realistic, carers may need a more hopeful message about 
their relatives’ recovery; one that is embedded in the personal recovery 
framework (Slade, 2009).
Black Caribbean carers compared to other ethnic groups
Most of the experiences described by participants in this study were the same as 
those reported by carers generally, regardless of ethnic origin. Whilst it has been 
acknowledged that black Caribbean carers experience many of the issues faced 
by carers from majority ethnic groups, it is argued that black Caribbean carers 
may have different experiences on account of racism, racial stereotypes and 
cultural exclusion (Keating et al., 2002). In this study, just under half of the 
participants raised concerns in line with those suggested by Keating et al. (2002); 
whereas the remainder did not talk about ethnicity as a defining factor. This 
highlights the need for the experiences of black Caribbean carers to be
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understood on an individual basis and caution to be taken around making 
assumptions based upon ethnic origin.
Clinical implications
The empowerment o f carers
This study revealed a clear need for carers to feel more involved in the care of 
their relative and in decision-making. The move towards a ‘partnership’ position 
on Hickey & Kipping’s (1998) participation continuum is likely to require changes 
on both a macro (i.e. service) and micro (i.e. practitioner) level.
Regarding the former, clear policies need to be put in place around what, how 
and when information is shared with carers and this should be negotiated with the 
respective service user. Following Slade et a/.’s (2007) suggestion, a program 
could be put in place to consult with carer groups in the local area in order to 
develop collaboratively agreed information-sharing principles and design 
accessible information packs around detainment processes and mental health 
generally. Clinical psychologists are well placed to undertake such initiatives on 
account of core-compotencies in service-delivery; involving collaboration with 
carers and the facilitation of their input into such processes (BPS; British 
Psychological Society, 2006).
On a micro-level, there needs to be greater emphasis on staff training; this is 
considered key when promoting the acknowledgement and recognition of carers 
in mental health services (Slade etal., 2007). Particular training needs indicated 
by this study relate to the development of a more open and supportive dialogue 
with carers, particularly around issues of confidentiality and in relation to 
diagnosis. A psychological perspective to training might incorporate some of the 
basic engagement skills necessary for talking openly with carers and might 
provide staff with a supportive space in which to deconstruct potential barriers to 
involving carers (e.g. concerns over breaching confidentiality). Furthermore,
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clinical psychology might be particularly well positioned to support professionals 
in offering a more collaborative approach to diagnosis which explores the 
perspectives of carers. This is on account of the profession’s well-established 
skills in collaborative formulation; that is, a tentative, accessible and shared 
hypothesis about a person’s difficulties (Johnstone, 2006).
Talking about ‘race’ and culture
The variability in participants’ accounts regarding ethnicity reinforces the need for 
services to adopt an individualised approach to understanding the impact of 
ethnicity for carers. On one hand, services must be careful not to engage in 
cultural essentialism; the overemphasis of difference according to ethnic origin 
(Papadopoulous & Lees, 2001). Yet, it is imperative that services continue to 
tackle the fear of racism and discrimination in services, as expressed by some 
participants in this study.
In line with the suggestion from Keating et al. (2002) it seems important that 
services begin to adopt a ‘culture’ where carers’ fears over racism, racial 
stereotyping and discrimination can be openly discussed with professionals.
Here ‘culture’ is used to refer to the ethos of the working environment within 
mental health services (Fernando, 2010). Keating et al. (2002) suggest that fear 
over being politically correct can prevent professionals discussing these issues 
between themselves and that this might be the starting point for encouraging 
greater dialogue with carers. Reflective practice is now embedded into the 
training of clinical psychologists in the UK, alongside competencies in working 
with issues of difference and diversity (BPS, 2006). Therefore, clinical 
psychologists might be particularly valuable in providing front-line interventions, 
such as reflective practice groups for professionals to engage in discussions 
around ethnicity and to encourage self-awareness of assumptions relating to 
‘race’ and culture. This might be reinforced on a service-level, by clinical
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psychology input into training and induction programmes centred upon reflective 
practice and working with diversity.
Addressing the emotional needs of carers
In terms of the potential for carers to experience vicarious distress, it follows that 
improvements to services for service users are likely to have a positive impact on 
the well-being of carers (Lingard, 2007). However, whilst services may be able to 
address some of the needs raised by carers in this study (e.g. poor ward 
environment), carers are likely to be distressed by experiences that may not be 
easily remedied. It is important for professionals to be attuned to the potential for 
carers to experience vicarious distress and therefore more equipped to support 
them in these times. In addition, professionals have an important role in 
promoting carers’ sense of hope for their relatives’ future. Engaging carers in 
discussions framed around Anthony’s (1993) notion of personal recovery (i.e. a 
life with mental health difficulties) may be particularly important for carers whose 
relatives have been unwell for many years.
Clinical psychology is well placed to address both of the needs raised above.
Staff training which is informed by psychological theory may be particularly 
valuable in considering the important role professionals have in supporting carers 
with vicarious distress, for example, drawing on Bion’s (1967) ideas around 
‘containment’ of emotional distress and the ‘holding environment’ (cited in 
Lemma, 2003). In addition, clinical psychology may have a role in offering group 
supervision to address staff’s application of recovery ideas and for exploring 
ways of maintaining and conveying hope in environments where people are often 
at their most unwell. Clinical psychologists are particularly well placed to assume 
this role on account of being trained to deliver supervision and undertake indirect 
work with other disciplines (BPS, 2006).
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Public education aimed at reducing the fear attached to mental health difficulties 
remains a well-established need (McKenzie, 2006). As indicated by this study, a 
reduction in stigma may have an important role in improving attitudes to mental 
health within local communities, and in turn, increasing opportunities for social 
support for carers. The need to tackle stigma is not specific to minority ethnic 
communities; however, anti-stigma campaigns and mental health promotion are 
considered to have a particularly important function in addressing increasingly 
negative attitudes found in BME communities (Ferns, 2009).
Critique of study and future research
The experiences of black Caribbean informal carers are largely under­
represented within the caring literature and may be lost in large-scale research, 
which treats minority ethnic groups as part of a homogenous community (Dogra 
& Karim, 2005). This study therefore offers a rich and in-depth understanding of 
a small sample of black Caribbean carers, with specific reference to an under­
researched area of mental health intervention. However, there are a number of 
possible limitations to this research, which are considered below.
Sample characteristics
Consistent with IPA’s idiographic focus, this study consists of an in-depth 
analysis of a small group of carers, within a particular borough of London, in 
relation to a specific mental health intervention. Therefore, the findings cannot be 
generalised to the experiences of black Caribbean carers more widely. 
Furthermore, it is possible that there was a bias towards more negative views of 
services, given the volunteer status of participants. Nevertheless, the 
connections made between the findings and the relevant literature suggests 
some theoretical transferability to other similarly defined groups (Smith et al., 
2009).
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Considerable contention surrounds the terms used to classify ethnicity in health 
research, especially with regard to the fixed categories adopted in the UK census 
(Bradby, 2003). In particular, there is concern over the reification of differences 
between ethnic groups and the overemphasis of sameness within groups 
(Bradby, 2003). I have remained vigilant to the issues raised by Bradby (2003) 
throughout my analysis and write up. To avoid generalisations, a qualitative 
methodology was selected to give attention to individual narratives and to 
highlight areas of divergence (Smith et al., 2009). Likewise, to avoid 
overemphasising differences based on ethnicity, I have considered findings in the 
context of carer research across ethnic groups. Nevertheless, an ethical and 
methodological limitation of this study remains -  the risk that participants felt 
positioned and perhaps ‘othered’ according to their ethnicity and the risk that their 
discussions about ethnicity were a reflection of that. To unpick these issues 
further, future qualitative research might involve a more focused exploration into 
the extent to which carers felt their experiences were defined or impacted upon 
by ethnicity. It might also be interesting to replicate this study with carers from 
other ethnic minority groups, to see how findings compare to other marginalised 
communities.
Whilst my sample criteria remained loose in order to facilitate recruitment, there 
was considerable variation across gender, generation and age: all of which will 
impact on experiences of ethnicity (McClean et al., 2003). Future research might 
endeavour to make distinctions amongst these variables within the recruitment 
strategy, as a means to improving homogeneity of the sample. As part of this, 
consideration should also be given to the inter-relatedness of ethnicity and socio­
economic group (Bradby, 2003). Future research might also stipulate more 
recent experiences of compulsory detainment than those of participants in this 
study (most were within the previous 5 years). This might further enhance the 
clinical utility of the findings by reflecting more recent NHS practices and MHA 
legislation.
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Ethnicity o f the researcher
As a white British researcher, I was mindful of how my ethnicity might have 
impacted upon the research process and findings. It has been argued that ‘white’ 
researchers cannot meaningfully elicit nor appropriately interpret data given by 
‘black’ participants (Troyna & Carrington, 1993, cited in Haw, 1996). However, 
these criticisms have been countered on the grounds that they assume that only 
one, single objective reality can be known and that this is requires researcher- 
participant ethnic matching (Rhodes, 1994). In accordance with Rhodes (1994) 
and with my epistemological position, I believe that there are multiple realities to 
be known and that my research with black Caribbean participants offers one of 
these legitimate contributions.
Nevertheless, I acknowledge that being a ‘white’ researcher is likely to have 
shaped participants’ perceptions of me (along with my age, gender and perhaps, 
socio-economic group) and therefore, what they chose to tell me (Haw, 1996). 
Therefore, it is possible that my position as a ‘white’ researcher may have 
organised participants around the issue of ethnicity, to a greater or lesser degree. 
My interpretative process was enriched by my interactions and discussions with 
the black Caribbean carer-consultant who was able to offer more of the ‘insider’ 
perspective, as is advocated in I PA (Smith et al., 2009). The cultural sensitivity of 
future research into the experience of ethnic minority carers might be enhanced 
by using a larger team of researchers, including individuals from the same ethnic 
group as participants. This might offer greater credibility to the interpretative 
process, as well as providing participants with the opportunity to state a 
preference regarding the ethnicity of their interviewer.
The MHA compared to mental health services
An implicit assumption within the research question was that compulsory 
detainment was a distinct event for participants. However, many of the findings
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generated from this study were similar to the experiences of mental health 
services and of caring more generally. Similar conclusions have been drawn in 
other studies regarding the MHA not being easily distinguishable from mental 
health services (e.g. Lingard, 2007). As also suggested by Lingard (2007), 
further research might be needed to explore carers’ experiences of voluntary 
versus involuntary admission.
Personal reflections
Embarking on a research project centred upon the complex issue of ethnicity has 
raised a number of dilemmas and debates along the way. Coupled with this 
journey has been my own personal fear of not getting it ‘right’: of not representing 
my participants in a way that pays respect to their personhood, their individuality, 
their role as a carer and their ethnic origin. This might reflect my connection to a 
more widely held societal anxiety about being ‘politically correct’ when discussing 
issues of ‘race’ and culture. The reaction to my project from colleagues and 
peers perhaps says it all: ‘oh, you’re brave’.
My research journey is far from over as I strive towards my submission and, all 
being well, to publication. At the time of writing, I have not yet been able to 
gather feedback on my findings from participants and this will be my next step.
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Appendix 1 : Definition of 'Race', Culture and Ethnicity
Definitions of 'race', ethnicity and culture are outlined below according to 
Fernando (2009a, 2010). However, it is acknowledged that these terms are 
complex and may be defined differently.
‘Race’
As a historical notion, ‘race’ refers to the idea of biological or sociological 
differences between people which have been based upon certain physical 
characteristics, most often skin colour (Fernando, 2009a). ‘Race’ is now widely 
considered a social construct upon which no meaningful foundations can be 
based; however its perceived ‘reality’ continues on account of racism (Fernando, 
2009a). Racism has been described as an ideology involving the social 
categorisation of others on the basis of a physical or biological trait (i.e. skin 
colour) and the assignment of negative attributes on this basis (Karlsen & 
Nazroo, 2006, cited in Karlsen, 2007). Racism is distinct but related to racial 
prejudice; the former is associated with behaviour and practices and the latter 
with feelings, attitudes and beliefs (Fernando, 2010).
Culture
Culture refers to the system of attitudes, beliefs and values which shape how we 
behave and live (Fernando, 2009a). It is considered to be a constantly changing 
system defined by the individual or in some cases groups of people and may be 
indicated by markers such as:
‘...main language, mother tongue, religious affiliation (or nominal region), 
background in terms of heritage, values, loyalties, certain practices (say 
about food), dress codes, kinship ties....’ (Fernando, 2009a, p.17).
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Whilst caution is needed in respect to making generalisations about culturally 
similar groups, it is argued that some categorisation is required for the purposes 
of concise discussions of cultural diversity (Fernando, 2010).
Ethnicity
According to Fernando (2009a), ethnicity refers to how a person defines their 
sense of belonging and in the UK, it is often considered to be determined by a 
person’s sense of culture and with reference to racial designation. Ethnicity is 
subjective and changeable according to context; however, a person’s sense of 
belonging to an ethnic group may arise from factors such as racial discrimination 
and cultural similarity (Fernando, 2009a). In accordance with the terminology of 
UK policy, this research uses BME to refer to:
‘..all people of minority ethnic status in England. It does not only refer to 
skin colour but to people of all groups who may experience discrimination 
and disadvantage...’ (DoH, 2005, p.11)
‘Black Caribbean’ has been adopted in this research to refer to individuals who 
are of Caribbean background, with African ancestry. In being mindful of criticisms 
that ethnicity research can over-generalise (Dogra & Karim, 2005); it is 
acknowledged that black Caribbean, like many ethnic groups, represents a 
diverse range of cultures (e.g. islands, languages, religions).
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Appendix 2: Participant Information Sheet
UNIVERSITY OF
Participant information Sheet
Study title
A qualitative exploration of the experiences of black Caribbean carers when their 
relative is assessed and detained under the Mental Health Act.
invitation paragraph
My name is Stacie and I am a Trainee Clinical Psychologist. During my first year 
of training, I worked in a hospital setting with individuals detained under the 
Mental Health Act and their families. I am currently undertaking a research 
project with a team of qualified mental health practitioners and researchers. You 
are being invited to take part in this study. Please take time to read through this 
information sheet carefully and discuss it with others if you wish, for example, 
relatives, friends, your GP or your relative’s care team. Please take your time to 
decide whether or not you would like to take part.
What is the purpose of this study?
This study is aiming to find out about the experiences of carers (care-givers) 
when the person they care for is assessed and detained under the Mental Health 
Act. The Mental Health Act is a law which enables an individual to be kept in 
hospital against their wishes, for assessment and treatment. We are particularly 
interested in hearing from family care-givers who define themselves as being 
from a black Caribbean ethnic background. This is an under-researched area and 
the views of individuals from a black Caribbean background have not been 
explored.
Why have i been invited?
You are being invited to take part in this study because we understand that you 
are caring for a relative who has been assessed and detained under the Mental 
Health Act in the past. We also understand that you define yourself as coming 
from a black Caribbean background. Everyone taking part has been invited by a 
mental health professional who is involved in their or their relatives’ care.
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Do I have to take part?
No, it is entirely up to you whether you take part in this study. First you will be 
provided with this information sheet and given the chance to ask any questions.
If you are sure you want to take part, you will be asked to meet with the Chief 
Investigator to sign a consent form. You are still free to withdraw at anv time and 
without giving a reason and your information will not be used. Your decision not 
to participate in the study will not affect the support that you or the person you 
care for receives.
What will happen to me If i take part?
First you will be asked to fill out a short form about your background information 
(your age, gender, country of birth, caring role and your relationship to the person 
you care for). You will then be asked to complete an interview about your 
experiences of when the person you cared for was assessed and detained under 
the Mental Health Act. The interview will take place at the hospital or community 
site where your relative’s mental health team is based. This is expected to last for 
around one hour and will be an opportunity for us to hear your story. You can 
choose not to answer any of the questions we ask and you can withhold any 
personal information you do not wish to share. You will not be asked to comment 
on the experience of the person you care for or discuss any of their personal 
information. Everyone taking part in the study will have their interviews audio­
taped, so that the interview can be transcribed into a written format.
Will my taking part in this study be kept confidential?
All information which is collected about you during the course of this study will be 
kept strictly confidential. It will be coded and have your name and address 
removed so that you cannot be recognised by anyone else. Only the research 
team will have access to this information and will be the only people able to listen 
to the audio-tape or read the written transcript of your interview. All information 
collected about you will be kept in a locked cabinet for the duration of the study, 
at a hospital site within the Trust. Any data that leaves the hospital will have your 
name and address removed and will stored in a password protected, encrypted 
computer file.
The information collected about you will be retained for 10 years, after which the 
information will be destroyed; taped material will be erased and the written 
transcripts will be shredded.
Who else will know that i am taking part?
Your relative’s Care-coordinator (the mental health professional supporting the 
person you care for) will know about your involvement in the research. We will 
have no other contact with your relative’s Care-coordinator or mental health team 
unless there are concerns about the safety of yourself or another person. In this
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case, information will need to be passed on; however, we will discuss this with 
you beforehand. In addition, we will ask for your permission to inform your GP 
that you are taking part in this research. It is entirely up to you whether you agree 
to us informing your GP and it will in no way effect your right to take part in the 
research.
Expenses
We have a research budget available to cover any of your travel costs getting to 
the interview.
What are the possible disadvantages of taking part?
We do not anticipate any disadvantages of taking part in this research. However, 
it is possible that some people taking part will find it distressing to talk about their 
experiences. We will take time to discuss the best way to manage any distress 
that may arise during the interview and we would encourage you to stop the 
interview immediately, should you feel you need to. We will also identify 
opportunities for further support, such as from family and friends, health care 
professionals or counselling services.
What are the possible benefits of taking part?
We hope that this research will offer mental health services a better 
understanding of the experiences of black Caribbean carers when those they 
care for are assessed and detained under the Mental Health Act. We hope that 
this will improve services so that carers are better supported during this time.
What will happen to the results of the study?
There will be an opportunity for you to receive the results of the study and give 
your feedback. The results of the study will be written up and submitted to the 
Doctorate in Clinical Psychology course currently being undertaken at the 
University of Surrey. We hope to submit this for publication in a peer-reviewed 
journal and further circulate the findings within Trust-wide publications. No 
personal details or identifiable information will be included in the university 
submission or other publications.
Who has reviewed the study?
This study has been reviewed and approved by the Central London REC 3 and 
the University of Surrey Faculty Ethics Committee.
What if  there is a problem ?
If you have any concerns about any aspect of this study, please contact the Chief 
Investigator (on the contact details given below) or a member of your relative’s
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care team. If you do not feel your issue is resolved or you remain unhappy, you 
can make a complaint verbally or in writing through the National Health Service 
complaints mechanisms. To begin this process or to seek more general advice 
about taking part, contact the Patient Advice and Liaison Service (PALS): PALS 
Manager at X Tel: X Email: X
Contact details
For any further question or queries about the research you can contact the Chief 
Investigator directly on:
Stacie Bowden (Chief Investigator)
Department of Psychology 
University of Surrey 
Guilford 
GU2 7XH
Email: s.bowden@surrev.ac.uk
Supervised by:
Dr Mark Hayward
Clinical Psychologist/Senior Academic Tutor 
University of Surrey
Catherine Gamble
Consultant Nurse/Service Development 
X NHS Trust
Thank you for taking the time to think about participating in this study. 
This Information Sheet is for you to keep. If you would like to take part, 
please inform a professional from the team supporting the person you care 
for. Arrangements will be made for you to meet with the Chief Investigator 
and you will be asked to sign a Consent Form which you will be given a
copy of.
Research Dossier: Major Research Project 235
Appendix 3: Rationale for Inclusion Criteria
The principal inclusion criteria were informed by extant literature highlighting the 
concept of ethnicity as complex and largely dependent upon self-definition. 
Throughout the literature, there was variation in the terminology used to describe 
a person of Caribbean background, with African ancestry. ‘Black Caribbean’ was 
chosen on account of it being consistent with the UK national census and the 
terminology used in the NHS Trust where participants were recruited. To reduce 
selection bias as far as possible, care-coordinators were encouraged to distribute 
information sheets as widely as possible and to those whose ethnicity they were 
unsure of. Likewise, due to the lack of clarity around the definition of ‘carer’, it 
was necessary for participants to identify themselves with that term and again 
care-coordinators were encouraged to recruit as widely as possible. The term 
‘relative’ initially referred only to family members; however one participant caring 
for his ex-partner was included as he considered her to also be his ‘relative’. Civil 
sections of the MHA were specified in recognition of the vastly different 
processes involved in forensic routes to detainment and therefore, as part of 
enhancing homogeneity of the sample.
It was originally decided that the assessment and detainment would have taken 
place in the last five years but not the last six months. This decision was guided 
by Lingard’s (2007) doctoral study; with a view to reducing potential forgetting 
and increasing opportunities for processing the event. However, these criteria 
were amended following recruitment difficulties. As a result of changing these 
criteria, one participant was recruited for whom the assessment and detainment 
had taken place approximately ten years ago.
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Appendix 4: Interview Schedule
Interview Schedule
Preamble
Thank you for meeting with me today and contributing to my research project.
As part of my research, I am interested in finding out about the experiences of black 
Caribbean carers when the person they care for is assessed and involuntarily detained 
under the Mental Health Act.
I hope to learn about your own personal experience of this event by asking you some 
questions. It is my intention that these questions provide you with an opportunity to talk 
as freely about your experiences as you feel comfortable to do so. Please take your time 
in thinking and talking about your answers and feel free to raise any other issues that are 
important to you. There are no right or wrong answers and you do not have to answer 
any of my questions if you do not wish to. If anything I say does not make sense please 
let me know and I will explain it further, rexpect that the interview will last around one 
hour. Please note, I will not be asking you to comment on the experiences of your 
relative or for any information about them.
Some of what we discuss might feel difficult or upsetting. As we have just met, it would 
be helpful if you could tell me how I might recognise when things are becoming difficult 
for you. Also, it would be useful if we could think about the best ways to manage this. For 
example, you may wish to continue regardless, resume after a short break, move on to 
another topic or you may wish to stop the interview altogether. Perhaps we could discuss 
this briefly now.
Anything you say today will be kept entirely confidential. Some of what you share with 
me will be included in the final write-up of my research, for submission to my university. 
This information will be entirely anonymous and all personally identifiable information 
removed, so that anyone reading it would not be able to recognise you or other people 
you might discuss. However, if you were to mention anything that caused me to be 
concerned about the safety of yourself or another, I would need to inform other people. I 
would discuss this with you before doing so.
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Questions and prompts
1 ) What has been your experience of the Mental Health Act?
Prompt; When your relative was assessed by the consultant/doctor?
When your relative was detained (kept) in hospital?
When your relative was discharged (let out) back in to the 
community?
How were you involved during these times?
2) How did this experience affect you personally?
Prompt: The way you thought?
The way you felt/your emotions?
The way you acted/your behaviours?
The way you felt about yourself/the person you are?
How did these things change over time?
3) What were the negative and positive aspects of this process?
Prompt: Were there any obstacles/barriers/problems?
Was there anything that was particularly helpful during this time? 
Was there anything you learned from the experience?
4) How would you describe your relationship with mental health professionals involved in 
this process?
Prompt: Was there anything they did that was particularly helpful?
Was there anything they did that was particularly unhelpful?
How have your relationships with mental health professionals 
changed as a result?
5) How would you describe your relationship with the person you cared for during this 
time?
Prompt: What aspects of the process impacted on your relationship?
Were there any experiences which improved your relationship? 
Were there any experiences which impacted negatively on your 
relationship?
Has there been a change in the way the person you care for sees 
you and your role? Or in the way you see the person you care for?
6) How do you think your experience of this process could have been changed?
Prompt: What could have been improved?
What suggestions would you make to mental health professionals 
and/or services?
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Appendix 5: Participant Consent Form
UNIVERSITY OF
Participant Consent Form
Title of project: A qualitative exploration of the experiences of black Caribbean carers 
when their relative is assessed and detained under the Mental Health Act.
Name of Chief Investigator: Stacie Bowden
Contact details. Department of Psychology, University of Surrey, Guilford, Surrey. 
GU27XH Tel: 01483 689 441, Email: s.bowden@surrev.ac.uk
Please circle ‘YES’ or ‘NO’ to each of the questions below
Have you read the Participant Information Sheet? YES NO
Have you had the opportunity to ask questions about the study? YES NO
Have you been given satisfactory answers to your questions?
Do you understand that your participation is voluntary and that 
you are free to withhold personal information, or withdraw from 
the study at any time, without giving a reason, and without it 
affecting your medical care or legal rights?
Are you willing for your GP (General Practitioner) to be contacted 
about your participation in this study?
YES NO
YES NO
YES NO
If ‘YES’, please give details of your GP’s name and address in the box below:
Do you give your permission for your interview to be audio-taped? YES NO
Do you agree to take part in this study? YES NO
Name of participant Date Signature
Name of Chief Investigator Date Signature
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Appendix 6: Background Information Form
UNIVERSITY OF
Background Information Form
I would like to find out some background information about you. This information 
will be kept entirely confidential and will not be used to identify you in any way.
1. Did you sign the Participant Consent Form before being asked these 
questions?
Yes [ ]
No [ ]
2. What is your gender?
Male [ ]
Female [ ]
Other [ ] Please specify.
3. What is your age?
18-24 [ ] 55-64 [ ]
25-34 [ ] 65-74 [ ]
35-44 [ ] 75+ [ ]
45-54 [ ]
4. What country were you born in?
If the United Kingdom is not your country o f birth, how long have you been 
a resident h e r e ? _______________
5. What is your relationship to the person you care for?
Spouse/Partner 
Parent 
Offspring 
Sibling 
Other Please specify.
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6. How many hours do you spend a week (approximately) caring for your 
relative?
1-10 [ ]
10-20 [ ]
20-50 [ ]
50 + [ ]
7. How many times have you experienced your relative being assessed and 
detained under the Mental Health Act?
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Appendix 7: Debriefing Form
UNIVERSITY OF
Debriefing Form
Thank you for taking part in this study and for sharing your experiences with me.
I hope that this research will help to make a difference to how services support 
carers when the person they care for is assessed and detained under the Mental 
Health Act.
Sometimes talking about these experiences can be distressing. If you have been 
upset by taking part and need further support, I recommend that you contact your 
GP or the team supporting the person you care for. Alternatively, you may wish 
to contact your local Carers’ Support Mental Health Project, based at the X 
Carers’ Centre, X High Street, London, Tel: X, Email: X
I would like to share the results of this study with you and gather your views on 
what I find from these interviews. This will only happen once I have completed all 
of my interviews and may take between 3-6 months. Please let me know if you 
are willing to be contacted about the results and whether you would like this to be 
done over the phone, by email or by post.
This form is for you to keep for your information.
Thank you again for taking part.
• * c /
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Appendix 8: Ethics Approval Letters
Appendix 8a: Approval from Research Ethics Committee
NHS
Ms Stacie Bowden
Trainee Clinical Psychologist
Surrey & Borders Partnership NHS Trust
Department of Psychology
University of Surrey
Guildford
GU2 7XH
Our RefOIOL 312
23 July 2010 
Dear Ms Bowden
Central London REC 3
Research Ethics Committee
REC Office 
South House 
Royal Free Hospital 
Pond Street 
London 
NW3 2QG
Tel: 020 7794 0500 ext. 31342 
Fax: 0207 7941004 
Email; Sasha.Vandayar@ royalffee.nhs.uk  
Website: www.npsa.nres.nhs.uk
Study Title:
REC reference number: 
Protocol number:
A qualitative exploration of the experiences of Black 
Caribbean carers when their relative Is assessed and 
detained under the Mental Health Act.
10/H0716/57
The Research Ethics Committee reviewed the above application at the meeting held on 15 
July 2010. Thank you for attending to discuss the study.
Ethical opinion
The members of the Committee present gave a favourable ethical opinion of the above 
research on the basis described in the application form, protocol and supporting 
documentation, subject to the conditions specified below.
Ethical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion” below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research ("R&D approvai") should 
be obtained from the relevant care organisation(s) in accordance with NHS research 
governance arrangements. Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at hitp://vmw.rdforum.nhs.uk. 
Where the only involvement of the NHS organisation is as a Participant Identification 
Centre, management permission for research is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary.
Sponsors are not required to notify the Committee of approvals from host organisations.
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Regarding the Patient Information Sheet
■ Include where this study will take place.
■ Under the heading "Do I have to take part?” Include the word No.
" Under the heading “Who reviewed the study?" Include the correct REC name •
Central London REC 3.
Regarding the GP letter
■ Delete the 3 paragraph.
The REC nominated Sasha Vandayar as the point of contact for any queries.
it is responsibility of the sponsor to ensure that ail the conditions are compiled with 
before the start of the study or its initiation at a particular site (as applicable).
You should notify the REC in writing once all conditions have been met (except for 
site approvals from host organisations) and provide copies of any revised 
documentation with updated version numbers.
Approved documents
The documents reviewed and approved at the meeting were:
Document . : :  Ax : ' # Version ' Date
Protocol 2 11 January 2010
Background Info 3 08 June 2010
REC application 3.0 18 June 2010
Covering Letter 1 14 June 2010
Interview Schedules/Topic Guides 3 22 May 2010
GP/ConsuItant Information Sheets 2 05 June 2010
Participant Information Sheet 4 05 June 2010
Participant Consent Form 3 08 June 2010
Feedback Letter to Participants 2 05 June 2010
Debriefing Form 3 05 June 2010
C.V - Dr Mark Hayward 11 May 2010
Letter to Care Coordinator 3 07 June 2010
Evidence of insurance or indemnity 08 July 2009
Referees or other scientific critique report 06 November 2009
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
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Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
• Notifying substantial amendments
• Adding new sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which Is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referencegroup@nres.npsa.nhs.uk.
10/H0716/57 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project
Yours sincerely
Dr Gella Richards 
Vice-Chair
Email: Sasha.Vandayar@royaifree.nhs.uk
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments 
“After ethical review -  guidance for researchers”
Copy to: Dr Mark Hayward 
Depart of Psychology 
University of Surrey 
Guilford 
GU2XH
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Central London REC 3 
Attendance at Committee meeting on 15 July 2010 
Committee Members;
MATERIAL REDACTED AT REQUEST OF UNIVERSITY
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Appendix 8b: Approval from Faculty of Arts & Human Sciences
U N IV E K S H Y
DrAdrianCoyle
Chain Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Stacie Bowden 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
Faculty of
Art* and Human Sdonce*
O u K d W , S ürrq/0Ü 2 7XH UK
T  *44 (0)1483 i% M 45  
P :*W  ( 0 ) 1 4 8 3 ^ 5 0
à"'August 2010
Dear Stacie
Reference: 490-PSY-10 (NHS Approved)
Title of Project: A qualitative exploration o f the experiences o f Black Caribbean Carers 
when the ir relative Is assessed and detained under the mental Health Act
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
i
Dr Adrian Coyle
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Chair's Action
Faculty of Arts and Human Sciences 
Ethics Committee
Ref:
N am e o f Student:
T itle  o f P ro ject
Supervisor:
Date o f subm ission:
490-PSY-10 
STACIE BOWDEN
A qualitative exploration of the experiences of 
Black Caribbean Carers when their relative Is 
assessed and detained under the Mental Health 
Act
Dr Mark Hayward 
03 August 2010
The above  P roject has received NHS approva l and exped itious eth ica l app rova l has 
been granted.
Signed: LA 0 1
DnAdrian CoyfOi 
Chair
D ated: 3 * ''^  2 0 » o
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Appendix 8c: Approval from Research & Development Committee
Research and Development
Ms Stacie Bowden
14 Septem ber 2010 
Dear Stacie,
Research Title: A qualitative exploration o f the experiences of Black
Caribbean carers when their relative Is assessed and 
detained under the Mental Health Act.
Principal Investigator: Ms Stacie Bowden
Project reference: PF457
Sponsor: University of Surrey
Following various d iscussions your study has now been aw arded research approval. 
P lease rem em ber to  quote the above project reference num ber on  any fu tu re  
correspondence relating to  th is study.
Please note that, in addition to ensuring tha t the  d ignity, sa fe ty and well-being o f 
participants are given priority a t all tim es by the  research team , host s ite  approval is 
subject to  the  fo llow ing conditions:
In addition to  ensuring tha t the  dignity, safe ty and well-being o f partic ipants are g iven 
priority a t all tim es by the research team , you need to ensure the  fo llow ing:
■ The Principal Investigator (PI) m ust ensure com pliance w ith  the  research protoco l and 
advise the host o f any change(s) (eg. patient recru itm ent o r fund ing) by fo llow ing the 
agreed procedures fo r notification o f am endm ents. Failure to  com ply m ay resu lt in 
immediate w ithdraw al o f host site approval.
» Under the term s o f the Research G overnance Fram ework, the PI is  ob liged to  report 
any adverse events to the Research Office, as well as the  REC, in line w ith  the protocol 
and sponsor requirem ents. A dverse events m ust also be reported in accordance w ith  
the Trust Accident/Incident Reporting Procedures.
« The PI m ust ensure appropriate procedures are in place to  action u rgent sa fe ty 
measures.
•  The Pi m ust ensure the m aintenance o f a Tria l M aster F ile (TMF).
Terms and conditions o f  Approval, version I . I 14/09/2010
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* The PI must ensure that all named staff are compliant with the Data Protection Act, 
Human Tissue Act 2005, Mental Capacity Act 2005 and all other statutory guidance 
and legislation (where applicable).
« The PI must comply w ith the Trust’s research auditing and monitoring processes. A ll 
investigators involved in ongoing research may be subject to a Trust audit and may be 
sent an interim project review form to facilitate monitoring o f research activity,
» The PI must report any cases of suspected research misconduct and fraud to the 
Research Office.
« The PI must provide an annual report to the Research Office fo r all research involving 
NHS patients, Trust and resources. The PI must also notify the Research Office o f any 
presentations of such research at scientific or professional meetings, or on the event of 
papers being published and any direct or indirect impacts on patient care. This is vital 
to ensure the quality and output o f the research for your project and the Trust as a 
whole.
» Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or substantive) w ill be allowed to make contact with patients.
« Informed consent: is obtained by the lead o r trained researcher according to the 
requirements o f the Research Ethics Committee. The original signed consent form 
should be kept on file. Informed consent will be monitored by the Trust at intervals and 
you will be required to provide relevant information.
■ Closure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D database), which needs to be 
returned to the Research Office.
» All research carried out within Mental Health NHS
Trust must be in accordance with the principles set out in the Department o f Health's 
Research Governance Framework fo r Health and Social Care 2005 (2"" edition).
Failure to comply with the conditions and regulations outlined above constitutes research
misconduct and the Research Office will take appropriate action immediately.
Please note, however, that this list is by no means exhaustive and remains subject to
change in response to new relevant statutory policy and guidance. If you have any queries
regarding the above points please contact me on
Research &  D evelopm ent C o-o rd ina to r
On beha lf o f the Research &  D eve lopm ent C om m ittee.
Temis and condition-s o f  Approval, version 1,1 14/09/2010
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Appendix 8d: Confirmation of amendment as ‘non-substantiaV
R esea rch  a n d  Development
Ms Stacie Bowden
15 N ovem ber 2010
Dear Stacie,
Research Title: A  qualitative exploration of the experiences o f Black Caribbean
carers when their relative Is assessed and detained under the 
Mental Health Act.
Project ID: PF457
Thank you fo r your e-m ail notification o f 14^ N ovem ber 2010, in which you outlined 
am endm ents to your previously approved proposal.
1 can confirm  tha t I do no t have any objections to  the  am endm ent to  your study, and as th is  
is a non-substantia! am endm ent I do no t foresee any prob lem s w ith  th e  feas ib ility  o f  the  
research protocol. You m ay therefore accept this le tte r as official confirm ation, on beha lf o f  
the R&D Com m ittee, tha t the am endm ent has been accepted and the  te rm s o f R &D 
approval orig inally stated in my le tte r of 14"^  Septem ber s till apply.
Research & Development Co-ordinator
On behalf of the Research & Development Committee.
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Appendix 9: Letters to Healthcare Professionals 
Appendix 9a: Letter to General Practitioner
Date: 
Dear Dr
UNIVERSITY OF
Department of Psychology
University of Surrey 
Guildford, Surrey GU2 7XH UK
Stacie Bowden
Trainee Clinical Psychologist
I :  +44 (0)1483 689441
s.bowden@surrey.ac.uk
www.surrey.ac.uk
This is to inform you that your patient Name o f Participant has agreed to take 
part in a research study entitled: A qualitative exploration of the experiences of 
black Caribbean carers when their relative is assessed and detained under the 
Mental Health Act.
The project is part of a Clinical Psychology Doctorate programme at the 
University of Surrey and is being completed in collaboration with X Mental Health 
NHS Trust. The research involves meeting with participants to conduct semi­
structured interviews lasting approximately 60 minutes. It is not anticipated that 
participants’ involvement in the research will cause any adverse effects; however, 
participants have been advised to discuss any concerns raised by the interview 
with their GP or their relatives’ mental health team.
Yours sincerely,
Ms Stacie Bowden 
Trainee Clinical Psychologist
Supervised by:
Dr Mark Hayward
Clinical Psychologist/Senior Academic Tutor 
University of Surrey
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Appendix 9b: Letter to care-coordinator
UNIVERSITY OF
Date; 
Dear.
Department of Psychology
University of Surrey 
Guildford, Surrey GU2 7XH UK
Stacie Bowden
Trainee Clinical Psychologist
T: +44 (0)1483 689441
s.bowden@surrey.ac.uk
v/ww.surrey.ac.uk
Thank you for referring Name of Participant Xo my research study entitled: A 
qualitative exploration of the experiences of black Caribbean carers when their 
relative is assessed and detained under the Mental Health Act.
This letter is to inform you that Name of Participant has given their signed 
consent to take part in the research and has agreed to undergo a one hour 
(approximate) interview about their experiences.
All participants in the research are given the opportunity to have a summary of 
the main findings and to give their feedback on this. It is anticipated that this 
summary will be provided approximately three to six months following their 
interview.
Please contact me if you have any queries about this research.
Yours sincerely,
Ms Stacie Bowden 
Trainee Clinical Psychologist
Supervised by.
Dr Mark Hayward
Clinical Psychologist/Senior Academic Tutor 
University of Surrey
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Appendix 10: Main Ethical Issues 
Consent
To ensure participants had sufficient time to consider their decision to take part, 
the interviews took place a minimum of one week after the initial telephone 
contact. Participants’ informed consent was gathered before beginning the 
interview and continually monitored via their verbal and nonverbal 
communication.
Anonymity
Participants were informed that interviews would be audio recorded and 
personally identifiable information removed from the transcription and future 
write-up.
Potential distress
Before beginning the interview, each participant was asked how they might signal 
that they were becoming distressed and the best way to manage this (e.g. 
changing the subject, taking a break, or stopping the interview). All participants 
were debriefed at the end of the interview and signposted towards local voluntary 
organisations for further support or advised to contact their GP if necessary.
Exclusion of non-English speaking participants
In the absence of a budget for formal interpreting services, the researcher aimed 
to recruit as inclusively as possible by encouraging the use of English speaking 
family and friends both at the recruitment stage and at the interview stage. 
Referring care-coordinators were asked to explore this with potential participants.
Consent from service users
There is an increasing body of literature and NHS guidance which acknowledges 
the experiences and needs of family care-givers in their own right. In line with this
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the researcher believed that participants were entitled to make their own decision 
about their involvement in the study, without seeking permission from their 
relative. However, in acknowledgement that participants’ relatives were still 
implicated in the research process, certain measures were put in place. 
Participants were not recruited if the care-coordinator thought it might lead to 
significant distress for either party. Care-coordinators were informed in writing 
that participants’ had consented to the interview and that any concerns regarding 
risk would be communicated to them. Where possible, participants were not 
asked to reveal any information about their relative that might compromise 
anonymity (i.e. names).
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Appendix 11 : Table of Master Themes and Subordinate Themes
Master themes f Subordinate themes
Powerlessness in accessing 
information
Struggling for power in the
Powerlessness in decision-making 
processes
relationship with professionals
Searching for power: taking action
Searching for power: collaboration & 
acknowledgment
Ethnicity and beyond: Prejudice, 
inequality and other contextual 
factors
Ethnicity as a factor
Looking beyond ethnicity
The meaning of the detainment
Experiencing distress as a carer Vicarious distress of relatives’ experiences
The experience of stigma
Commitment to the care giving
Managing challenges in a familial 
relationship
relationship
Supporting the process of recovery
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Appendix 12: Extract from Transcript
Descriptive comments Interview data
Researcher’s
thoughts/feelings/th
eories
-Eventually armed 
himself with knowledge
-Knowing his rights 
-Knowing what to do for 
his relative
-Preparing to arm 
himself with knowledge 
for the next MHA
-Knowing best way from 
relative’s perspective
-Left feeling vulnerable 
without being armed with 
knowledge
-Its bad to be ignorant 
about the MHA
-Can’t just trust any 
doctor
-Not wanting to portray 
bad image of doctors 
-Questioning trust of 
doctors
P: Well, I think after a while you 
just kind of arm yourself with 
knowledge, so if this happens, 
what, what are my rights, what can 
I do for my relative, rather than just 
leaving them to do what they want 
with him. So, that’s what’s 
happened - 1 think next time, or 
even during this process, I will arm 
myself with as much knowledge as 
possible to know what’s, if they can 
do what they can do really and 
what’s the best way in, from my 
relative’s perspective.
I: And what was it like feeling you 
were not ‘armed’ with this 
knowledge previously?
P: I dunno, it left me feeling., erm, 
what’s the word I am looking
for?...............I dunno, vulnerable
to what decisions they make
really erm, its sort of quite
vulnerable really. I don’t know, I 
think it’s really bad to be ignorant 
about the service really. It’s really 
bad, bad to be ignorant about what 
you can do for your relative or not 
knowing about the mental health 
service and the act itself, it’s really 
bad, because I would say that you 
can’t just trust any doctor.. I don’t 
wanna portray a bad image of 
doctors but some of it does come 
from that experience of thinking, I 
would question you, because I 
don’t know., do I distrust you? I 
don’t know. I should be able to ask 
you questions and hear what you 
have to say really and truly.
I: How were you affected by all of
-Language has a 
military feel (‘arm’) 
-Learning over time 
how he could stand 
up to the system
-Knowledge as 
empowering 
-Positioning himself in 
an advocacy role.... 
little mention of his 
needs, focusing on his 
relative
-Has he been made to 
feel ignorant? 
Disempowered?
-Trust is essential in 
the relationship with 
professionals
-What does it mean 
that I am a
professional? Does he 
feel unable to criticise 
doctors because of 
this? What might he 
not be able to say?
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-Tough to have to act as 
normal, as if no 
problems
-Still going to work and 
back
-Easier to live away and 
not see impact on mum 
-Not easy to see what 
other relatives were 
going through
-Tough for everybody
-Had to ignore it 
because of still 
performing on the job
-Not easy having relative 
in back of mind 
-Tough to be wondering 
how relative is
-Feels like a 
performance 
-Perform at work, at 
church.
-Nobody sees what you 
are going through
-Tough to rough it out 
and keep going
this?
P: It was tough really, you are 
having to act normal, like nothing, 
there was no problems going on 
and yet at the same time you are 
leaving work and going to visit your 
relative at hospital and you’re going 
to see how everybody’s coping in 
your family and then going back 
home and then going to work. I 
think one of the easiest things 
sometimes is, this is going to 
sound quite harsh, but I wasn’t 
living at home at the time, to having 
to see my mum or what she was 
going through and what the other 
relatives were going through at the 
time -  that weren’t easy, but 
sometimes you look at it another 
way and it was tough for everybody 
but I’m only supposed to be 
speaking about myself., and 
sometimes it was easy to, you had 
to ignore it, because having to 
perform on the job, you know, is 
not easy having your relative in the 
back of your mind that they are in 
hospital and what are they doing to 
them, you know, how are they? 
Have they improved, are they 
getting worse, how are they, really. 
So that was very tough. Just 
having, it’s not like, you know it can 
feel kinda like a performance, 
because you are having to perform 
at work. I go to church -  so having 
to go to church as well and you 
know nobody really sees what 
you’re going through, you know, 
they only see your outside really, 
so it was really tough, tough, tough 
phase to just rough it out and keep 
going really.
I: Were there any people you did 
feel you could talk to?
Maintaining ‘normality’
-Shame? stigma? 
-Distance as a coping 
mechanism?
-Keeping up 
appearances -  for 
him? For others?
-Hard to admit the 
relief from not being at 
home to see family 
distress
-The whole family 
impact
-Minimising the impact 
for himself by talking 
about others’ 
experiences
-Balancing work life 
with
emotions/cognitive
life.
-Who can he be ‘real’ 
to?
-Secrecy. Did he 
expect to be ‘real’ at 
church?
-Survival
-Shame- concern over 
people’s perceptions
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-Having a relative in a 
mental place can seem 
like a thing of shame
-People think they are 
out of their minds 
-Wearing ballerina outfits
-Avoids questions about 
his relative
-Only divulging how you 
feel to family
-Appreciate support of 
family
-Wishing for someone to 
talk to without judgement
-Not easy to know who 
to talk to without 
judgement
-Over time start taking 
leaflets about medication
-Didn’t diagnose relative 
straight away
P: That’s one of the other areas -  it 
can seem like a thing of a shame 
that your relatives in a mental place 
like (name of hospital). When you 
say (name of hospital), people 
think they are crazy, they are out of 
their minds, their you know wearing 
a ballerina outfit or what have you, 
which is just not the case, but you 
couldn’t, I didn’t, I mean there’s 
people that have known of my 
relative and they have asked 
questions but you kinda avoid the 
questions and erm, you talk about 
it amongst your family and there’s 
probably one close friend that I 
would say, look this is what is 
happening, but to really kinda 
divulge into how you feel, you only 
really talk amongst your family 
because to me there’s us who are 
going through it with you, as 
opposed to anybody else really.
And you appreciate the support of 
them.
I: How did mostly talking about this 
to only your family effect you?
P: (sigh) Sometimes, you wish, you 
know what, if you had somebody to 
talk you and they wouldn’t judge 
you or think anything of you, but it’s 
not always easy to know who you 
could do that with... but that’s it 
really.
I; Erm... We’ve talked about the 
effect of these experiences on you 
-  has this changed over time in any 
way?
P: Yeah -  you begin to take leaflets 
about the medication they got, that 
they put them on, and what they 
diagnosed them with, because 
initially they didn’t diagnose them 
straight away. They were iust trying
-Stigma
-stereotypes of 
service users
-Avoidance of others, 
reluctance to disclose. 
Isolated.
-Family as only 
source of support; 
shared experience
-Sigh =
communicating a 
sense of loss?
-Sense of isolation.
-I’m wondering how 
many people he has 
spoken to about this -  
am I one of the first 
people he’s told his 
story to? How does 
that feel for him?
-He started to talk 
about information 
again- is this easier to 
talk about?
-Diagnosis was 
ambiguous - _______
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-Not wanting to go into 
diagnosis
-Wondering why relative 
in hospital when don’t 
know what they are 
dealing with
-Information on MHA 
from library
-Forgot names for 
‘section’
-Looking up 
organisations for 
supporting relative post 
discharge
-After a month or two 
start to read and ask 
questions
-Still hardly know 
enough
-Wanting to know the 
complaints system
-Wanting to know what 
relatives MH teams 
should be doing
to see what it was, it was... I don’t 
really want to go in to it...but they 
were wondering what it was and 
your thinking, okay if you don’t 
know what it is that that person is 
dealing with or their issue then why 
have you got them in there and 
what have you. But, arm, yeah, you 
take information out and books 
from the library on the mental 
health act and I read up on the 
err... what’s that thing called
again I forgot what it’s called,
two and three, forgotten it, but 
whatever they held them on..
I: The sections?
P: Yes, that’s it -  the sections two 
and three and then the other 
sections as well. I think there’s 
more organisations that would be 
of a support when they were 
discharged, which was something I 
was looking at and stuff.
I: And when did you notice this 
changing -you gathering 
information?
P: That was after a month or two -  
you’re thinking, I don’t know 
anything and you’ve got them there 
and you start to read stuff and ask 
questions and stuff, but yeah. I feel 
a bit more, but then I don’t feel that 
I know enough still, I know hardly 
enough to be in and comfortable. I 
would like to know the complaints 
system particularly -  I’d like to 
know the top right down to where I 
start to go up and I would like to 
know, basically, like the [name of 
relative’s mental health team] 
what’s their role, to know whether 
they are doing it or if they’re not, is 
my relative getting the best from 
you, are you doing what you are
confusing?
-What does he not 
want to say about the 
diagnosis? A 
contentious issue? 
-Doubting treatment?
-Resonates with me: I 
find the MHA 
confusing to 
understand -  to make 
sense of the different 
Act. How might carers 
experience this 
terminology? Is it 
excluding?
-Searching 
independently for 
support for his 
relative.
-Knowledge = more 
empowered (i.e. able 
to question 
professionals)
-Needs to understand 
the mechanics of the 
system in order to 
negotiate it - 
Advocacy role 
-I wonder about the 
volunteer status of 
participants -  would 
others carers search 
out knowledge in the
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-Wanting to know about 
other organisations, like 
Rethink
-Felt ignorant without 
information from 
services
-Not knowing made him 
feel like a child in 
playground with bullies
-Being on the receiving 
end of information
-Wondering what his 
rights are
-Professionals working 
in best interest of 
relative only
-Compliance as the only 
option
supposed to be doing for them to 
improve their health and other 
organisations that you can 
approach and stuff -  Rethink and 
other ones as well. Yeah.
I: How did not knowing all of that 
stuff in the first couple of months 
make you feel?
P: It made me feel ignorant, not 
stupid but ignorant and....
I: Can you say a bit more about 
what you mean by ignorant?
P; I don’t know, it made me feel, 
like er.... like, let’s say, like a child 
in a big school playground where 
there’s big bullies or you know, 
they can pretty much do as they 
want and you’re just there and you 
just have to take it. Really that’s 
how it felt, if I could describe in that 
way. Erm, and you’re having to, 
you’re just on the receiving end of 
information, like the x y z, that’s 
what we are gonna do, you 
thinking, but, but, but, are you 
allowed to do that, what are my 
rights, you know. And, really and 
truly and what they would more or 
less end up on is that we are 
working in the best interests of that 
person there, your relative, not 
what you lot. They didn’t say it but 
you felt that way, really and truly, 
so you’re thinking, god, alright then 
so all we can do it pretty much tell 
our relative -  look listen to what 
they are saying to you, comply with 
what they are saying to you, the 
process of you leaving here will be 
speedier
same way?
Is the distinction 
between stupid and 
ignorant a particularly 
important one for 
him?
-Strong
imagery/metaphor -  
conveys a sense of 
his powerless in 
relation to 
professionals.
- Does he feel 
victimised?
-Feeling as if his 
needs are neglected.
Helpless situation -  
no choice but to 
comply._________
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Research Log
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1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and literature search tools w/
3 Critically reviewing relevant literature and evaluating research methods s/
4 Formulating specific research questions
5 Writing brief research proposals
6 Writing detailed research proposals/protocols
7 Considering issues related to ethical practice in research, including issues of diversity, and structuring plans accordingly s/
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research
10 Obtaining appropriate collaboration for research
11 Collecting data from research participants
12 Choosing appropriate design for research questions ^  .
13 Writing patient information and consent forms V/
14 Devising and administering questionnaires y/
15 Negotiating access to study participants in applied NHS settings s/
16 Setting up a data file y/
17 Conducting statistical data analysis using SPSS y/
18 Choosing appropriate statistical analyses y/
19 Preparing quantitative data for analysis y/
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20 Choosing appropriate quantitative data analysis
21 Summarising results in figures and tables
22 Conducting semi-structured interviews y/
23 Transcribing and analysing interview data using qualitative methods y/
24 Choosing appropriate qualitative analyses y/
25 Interpreting results from quantitative and qualitative data analysis y/
26 Presenting research findings in a variety of contexts y/
27 Producing a written report on a research project y/
28 Defending own research decisions and analyses At viva
29 Submitting research reports for publication in peer-reviewed journals or edited book
Post
viva
30 Applying research findings to clinical practice y/
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Qualitative Research Project Abstract
Exploring trainees’ experiences of clinical psychology training in preparation for
becoming a clinical supervisor
June 2008 
Year 1
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Abstract
Title: Exploring trainees’ experiences of clinical psychology training in 
preparation for becoming a clinical supervisor.
Background: in recent years there has been a marked increase in recognition of 
the value of clinical psychologists in the National Health Service (NHS). Unlike 
other health professions clinical psychologists require specialist supervision to 
maintain the quality of their work and to ensure they maintain a solid evidence 
based practice throughout their career. The government paper ‘New Ways of 
Working’ emphasizes the importance of the supervisory role in this discipline; 
however, in reality there appear to be few opportunities and unclear guidelines for 
psychologists in their journey to becoming supervisors.
Objective: This project aims to explore what has been offered to 3rd year 
trainees on the University of Surrey Doctoral Programme in Clinical Psychology, 
with a view to provide useful recommendations to academic staff.
Design: A qualitative design was adopted, using a focus group to explore the 
perspectives of trainee clinical psychologists.
Participants: Six, 3rd year trainee clinical psychologists were invited to take part 
in a focus group.
Analysis: The data was analysed using qualitative methods to capture group 
experiences in an informal setting. A group approach was applied to analyse the 
data following strict guidelines to ensure credibility of the findings.
Results: Two broad themes emerged namely ‘learning from placement’ and ‘lack 
of formal training’ which highlighted a shared view that firstly, most trainees at 
present only obtain experiential skills on supervising during their placements and 
secondly they receive very little formal teaching at the university.
Conclusions: It was concluded that doctoral training in clinical psychology may 
need to reconsider ways of integrating these skills more formally in order to 
prepare trainees to confront this role with confidence.
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